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GYNECOLOGY. 


ANATOMY  OF  THE  FEMALE  PELVIS. 

THE  EXTERNAL  GENITALS. 

Labia  Majora,  Labia  Minora,  Clitoris  with  its 
prepuce,  Fourchette,  Vestibule,  Fossa  Navicularis, 
Hymen.    (Fig.  1.) 

The  Labia  Majora  are  the  two  thick  hair-covered 
eminences  on  each  side  of  the  vulvar  orifice;  they 
consist  of  skin  enclosing  fat,  dartos,  etc.  In  front  of 
the  symphysis  they  blend  in  the  mons  veneris — anterior 
commissure;  behind,  they  thin  out,  and  are  joined 
merely  by  a  fold  of  skin— the  fourchette  or  posterior 
commissure. 

The  Labia  Minora  are  two  small  folds  of  skin  on 
the  inner  surface  of  the  upper  portion  of  the  labia 
majora.  At  their  posterior  ends  they  blend  with  the 
labia  majora  about  opposite  the  middle  of  the  latter. 
In  front,  each  divides  into  an  upper  and  lower  portion. 
The  two  upper  meet  to  form  the  prepuce  of  the  clitoris  ; 
the  two  latter  form  its  suspensory  ligament.  They 
contain  both  sebaceous  and  sweat  glands. 

B 
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The  Clitoris  lies  in  the  middle  line  above  the 
labia  minora.  It  consists  of  the  body  and  of  the  glans 
clitoridis ;  the  former  consists  of  the  united  crura 
clitoridis  which  arise  from  the  ischio-pubic  rami ;  the 
glans  is  connected  with  the  body  by  means  of  the 
intermediate  part  of  the  bulbs  of  the  vagina. 


Fig.  1. — External  Genitals. 

1  Labium  majus.    2.  Fourchette.    3.    Labium  minus.    4.  Clitoris. 
5.  Urethral  orifice.    6.  Vestibule.    7.  Vaginal  orifice.    S.  Hymen.    9.  Orifice 
of  Bartholinian  glands.    10.  Anterior  commissure.    11.  Anal  orifice. 

The  Vestibule  is  the  smooth  surface  below  the 
clitoris ;  it  is  bounded  on  each  side  by  the  labia  minora, 
and  below  by  the  lower  end  of  the  anterior  vaginal 
wall. 
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The  Vaginal  Orifice  lies  between  the  base  of  the 
vestibule  and  the  fossa  naviculars.  It  is  marked  by  the 
hymen  in  the  virgin.  The  hymen  may  be  crescentic 
or  diaphragmatic ;  in  the  latter  case,  the  opening  in  it 
may  be  round,  oval,  cribriform  or  slit-like.  After  coitus 
the  hymen  is  either  stretched  or  torn,  usually  the  latter  ; 
after  labour  it  exists  only  in  the  form  of  tags  attached 
around  the  vaginal  orifice  and  known  as  the  carunculce 
myrtiformes. 

On  each  side  of  the  vaginal  orifice  lies  a  small  mass 
of  erectile  tissue.  These  are  known  as  the  vaginal 
bulbs.  In  front  they  are  joined  by  an  intermediate 
portion,  which  is  continuous  with  the  clitoris. 

Posterior  to  the  bulbs  lie  the  Bartholinian  glands, 
one  on  each  side.  Each  has  a  duct  which  opens  close 
to  the  hymen. 

The  Fossa  Navicularis  is  an  artificial  depression 
made  by  pulling  back  the  fourchette.  Normally,  the 
fourchette  and  outer  surface  of  the  hymen  are  in 
contact. 

The  following  points  are  to  be  specially  noted  : — 

In  the  erect  posture  only  the  mons  veneris  is  seen ; 
the  labia  majora  and  minora  are  nearly  parallel  with 
the  horizon  and  are  in  contact.  To  see  all  the  outer 
genitals,  the  labia  must  be  artificially  separated.  The 
vulvar  slit  runs  antero-posteriorly,  the  vaginal  orifice 
transversely. 

THE  UTERUS. 

The  nulliparous  uterus  may  be  roughly  described 
as  having  the  shape  of  a  flattened  pear.    Viewed  from 
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the  front  or  back,  it  is  somewhat  triangular  in  shape, 
the  apex  being  rounded  forming  the  vaginal  portion  of 
the  cervix,  the  base  being  a  curved  line— the  fundus, 
and  the  sides  being  bent  inwards  at  a  point  two-thirds 
of  the  way  from  the  base  to  the  apex.  Viewed  from 
the  side,  the  anterior  wall  appears  much  flatter  than 
the  posterior  wall;  a  depression  is  seen  especially  in 
the  posterior  wall  at  the  same  level  at  which  it  was 


Fig.  2.—(Sappey.) 

A  Virgin  Uterus,  seen  from  front,     a  Cervix  (vaginal  portion).     6  Isthmus. 

c  Body,     a  b  Entire  Cervix. 
B  The  same  in  Vertical  Mesial  Section.     a  Anterior  surface,  and  lies  just 

above  whoro  Peritoneum  passes  on  to  Bladder. 
C  The  same  with  cavity  exposed  by  Coronal  Section.     e  Os  externum. 
d  Os  interum.    /  Utorine  opening  of  Fallopian  tube. 

seen  when  the  uterus  was  looked  at  from  the  front  or 
back ;  this  depression  marks  the  division  of  the  uterus 
into  body  and  cervix  ;  it  is  placed  ojDposite  the  os 
internum  and  is  called  the  isthmus.  The  cavity  of  the 
uterus  extends  from  the  os  externum  to  the  fundus, 
where,  on  each  side,  it  communicates  with  a  Fallopian 
tube.    When  the  uterus  is  cut  coronally,  that  part  of 
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the  cavity  in  the  body  appears  triangular  in  shape, 
the  cervical  portion  being  spindle-shaped ;  when  it  is 
cut  in  vertical  mesial  section  the  cavity  appears  as  a 
mere  slit.  The  narrowest  parts  of  the  cavity  are  the 
os  externum  and  os  internum. 

The  cervix  is  considered  by  many  as  being  made  up 
of  three  portions — viz.,  a  supra-vaginal  portion  between 
the  level  of  the  os  internum  and  the  posterior  fornix, 


Fig.  3.  —  ( Schrocdcr. ) 

Diagram  of  Uterus  to  show  divisions  of  Cervix. 

a  Vaginal  portion,    b  Intermediate  portion,    c  Supravaginal  portion. 
bl  Bladder,   p  Peritoneum.    The  dotted  lino  shows  peritoneum. 

an  intermediate  portion  between  the  levels  of  the 
anterior  and  posterior  fornices  and  a  vaginal  portion 
below  the  level  of  the  anterior  fornix.  This  division 
is  a  purely  artificial  one,  and  is  of  service  in  helping  us 
to  understand  the  nature  of  the  different  varieties  of 
hypertrophy  of  the  cervix  (see  page  105). 

Measurements.  Length  of  uterus,  3  inches ;  width 

at  the  fundus,  the  widest  part,  2  inches  ;  width  of  cervix, 
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1  inch ;  thickness  of  uterus,  1  inch  ;  thickness  of  walls, 
about  |  inch  ;  length  of  cavity  of  whole  uterus,  2J  inches, 
of  body,  1 J  inches ;  and  of  cervix,  1  inch. 

Structure. — It  consists  of  the  peritoneal  covering, 
the  muscular  wall,  and  the  mucous  membrane  lining  it. 


e 


Fig.  4. — (Turner.)   Section  through  Uterine  Mucosa. 

e  Columnar  epithelium  (cilia  not  shown). 
gg  Utricular  glands,    ct  Inter-glandular  connective  tissue. 
v  v  Blood-vessels,    m  m  Muscle. 

1.  Peritoneum. — This  covers  the  fundus,  most  of 
the  anterior  and  posterior  walls,  but  not  the  lateral 
walls  ;  the  sides  are  uncovered  owing  to  the  reflection 
of  the  peritoneum  from  the  anterior  and  posterior  walls 
to  form  the  broad  ligaments.  Less  of  the  anterior  is 
covered  than  the  posterior;  on  the  former  the  peri- 
toneum is  reflected  on  bo  the  bladder  at  the  level  of 
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the  junction  of  body  and  cervix ;  on  the  posterior  wall 
it  passes  as  far  down  as  the  junction  of  the  intermediate 
and  super-vaginal  portions  of  the  cervix  and  then  is 
reflected  on  to  the  posterior  vaginal  wall. 

Ligaments  of  Uterus. 

(a)  Broad,  see  p.  21. 

(b)  Round. —  There  is  a  right  and  a  left  round 
ligament.  Each  arises  from  the  upper  angle  of  the 
uterus  just  below  the  Fallopian  tube  and  passes  in  the 
broad  ligament  upwards  and  outwards  to  the  internal 
abdominal  ring. 

(c)  Utero-Sacral. — There  is  a  right  and  a  left  one. 
Each  is  a  fold  of  peritoneum  containing  fibrous  tissue 
and  non-striped  muscle,  passing  from  about  the  junction 
of  the  body  and  cervix  on  each  side  upwards  and  out- 
wards towards  the  second  sacral  vertebra. 

(d)  liter o- Vesical. — These  are  the  folds  occurring 
at  the  reflection  of  the  peritoneum  from  uterus  to 
bladder ;  they  are  unimportant. 

2.  The  Muscular  Wall. — There  is  a  thin  layer 
under  the  peritoneum,  which  passes  into  the  ligaments 
of  the  uterus,  a  middle  layer,  and  an  inner  one 
especially  arranged  in  concentric  layers  surrounding 
the  inner  ends  of  the  Fallopian  tubes,  the  os  externum 
and  the  os  internum. 

3.  The  Mucous  Membrane.— 

(1)  Of  the  Body. — It  is  a  thin  fed-gray  layer 
which  rests  on  the  muscular  wall,  and  consists  of  glands, 
interglandular  tissue  and  a  lining  layer  of  columnar 
ciliated  epithelium.     The  glands  run  down  from  the 
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surface,  for  the  most  part  obliquely,  towards  the 
muscular  tissue ;  they  usually  divide  into  two  or  three 
branches  at  their  lower  ends  and  are  lined  with 
columnar  ciliated  epithelium.  The  inter -glandular 
tissue  consists  of  round  and  oval  cells,  and  delicate 
connective-tissue  fibrils ;  between  the  lower  ends  of  the 
glands  prolongations  of  the  muscular  fibres  extend 
upwards  for  a  short  distance.  Numerous  vessels  are 
in  the  mucosa. 

(2)  Of  the  Cervix.  —  The  mucosa,  reddish  in 
colour,  is  here  thrown  into  folds — forming  the  arbor 
vitce,  consisting  of  a  vertical  mesial  ridge  with  lateral 
branchings  on  both  anterior  and  posterior  walls.  It 
consists   of  a  lining   epithelium,  glands,  and  inter- 
glandular  tissue.    The  lining  epithelium  is  columnar 
and  on  the  projecting  parts  of  the  ridges  only  is 
ciliated.    The  glands  are  of  the  racemose  variety  ;  they 
branch  considerably  and  are  slightly  dilated  at  their 
inner  ends.    They  open  both  on  the  elevations  and 
depressions  of  the  mucosa,  and  are  lined  with  columnar 
non-ciliated  epithelium.    The  cervical  mucosa  gradually 
passes  into  that  of  the  body  at  the  level  of  the  os 
internum.    The  mucosa  stops  at  the  os  externum. 

The  vaginal  part  of  the  cervix  is  covered  with 
stratified  squamous  epithelium  and  is  of  a  pale  pink- 
grey  colour.    It  contains  no  glands. 

The  following  points  are  to  be  noted  : — 

In  a  child  the  arbor  vita?  extends  from  os  externum 
to  fundus,  in  the  nulliparous  adult  from  os  externum 
to  os  internum,  and  in  the  multipara  they  do  not  reach 
quite  to  the  os  internum. 
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In  the  nulliparous  adult  the  os  externum  is  a  small 
round  hole  which  feels  like  a  mere  dimple  ;  in  a  multi- 
para it  is  more  or  less  fissured,  and  is  a  lateral  slit. 

The  cervix  has  more  fibrous  tissue  in  proportion  to 
the  muscle  than  the  body  has,  and  the  latter  is  arranged 
somewhat  in  the  form  of  a  network. 

There  is  no  such  thing  as  a  lower  uterine  segment 
in  the  non-pregnant  uterus  ;  it  is  only  formed  during 
pregnancy. 


Fig.  5.—(Herilc.) 

Posterior  view  of  the  lateral  angle  of  the  Uterus,  a  part  of  the  Left 
Broad  Ligament,  Fallopian  Tube,  Ovary,  and  Parovarium. 

a  Uterus,  b  Isthmus  of  Fallopian  tube,  c  Ampulla,  g  Near  outer  ond 
of  tube,  d  Parovarium,  e  Ovary.  /  Ovarian  Ligament.  I  Infundibulo 
pelvic  ligament.    The  normal  topographical  relations  are  disturbed  here. 


FALLOPIAN  TUBES. 

These  are  two  trumpet-shaped  tubes  which  run,  one 
on  each  side,  from  the  upper  angle  of  the  uterus  out- 
wards towards  the  sidu  of  the  pelvis;  they  are  more 
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expanded  at  their  outer  than  at  their  inner  ends.  Each 
is  divided  into  three  parts— viz.,  isthmus,  ampulla,  and 
fimbriated  end  or  pavillion.  They  vary  in  length  from 
three  to  five  inches. 

The  Isthmus,  starting  from  the  uterine  cavity,  runs 
through  the  uterine  wall,  aud  outwards  for  about  an 
inch.  It  is  the  smallest  portion  of  the  tube  admitting 
only  a  bristle. 


Fig.  &.—(Luschha.)   Section  through  Ampulla. 

(Under  low  power.) 

a  Submucous  Layer,  b  Muscular  Layer,  c  Serous  Coat,  d  Mucous  Mem- 
brane, e  Vessels.  1  Small  primary  folds.  2  Larger  and  longitudinal 
and  accessory  folds.    3  Small  folds  united,  forming  canaliculi. 

The  Ampulla,  continuous  with  the  isthmus,  runs 
outwards  and  upwards  over  the  ovary.  It  is  about  2 
inches  in  length  and  is  of  larger  size  than  the  isthmus, 
as  its  lumen  will  admit  a  uterine  sound. 
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The  Fimbriated  End  turns  downwards  and  back- 
wards in  the  direction  of  the  ovary.  The  end  is  funnel- 
shaped  and  surrounded  with  fimbriae,  one  of  which  is 
called  the  ovarian  fimbria,  because  it  passes  to  the  ovary. 

Structure. — 

1.  Outer  coat  is  the  peritoneal  one. 

2.  Middle  coat  consists  of  connective  tissue  and 
muscle,  the  latter  being  arranged  in  an  external  longi- 
tudinal and  an  internal  circular  layer.  At  the  uterine 
end  the  latter  layer  forms  a  well-marked  sphincter. 

3.  Inner  layer  or  mucous  membrane.  This  is 
markedly  folded  longitudinally.  It  consists  of  delicate 
connective  tissue  and  is  covered  with  cylindrical  ciliated 
epithelium.  There  are  probably  no  glands  in  the 
mucosa. 

PAROVARIUM. 

This  structure  lies  between  the  outer  part  of  the 
Fallopian  tube  and  the  ovary  in  the  broad  ligament  on 
each  side. 

It  is  somewhat  triangular  and  consists  of  a  series 
of  parallel  tubes  or  bands  of  fibrous  tissue — from  ten  to 
thirty  in  number. 

The  outer  ones  are  mostly  atrophied  fibrous  bands, 
the  inner  are  tubes  lined  with  columnar  ciliated 
epithelium.  Along  the  lower  ends  of  the  tubes  runs  a 
longitudinal  tube  which  may  be  solid  in  its  inner  part ; 
this  is  the  duct  of  Gartner,  which  in  the  sow  and  cow 
runs  down  the  side  of  the  uterus  and  vagina.  It 
corresponds  to  the  vas  deferens  in  the  male. 

The  parovarium  is  also  called  the  organ  of  Kosen- 
muller. 
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OVARIES. 

There  are  two,  one  on  each  side.  Each  is  some- 
what oval-shaped  and  flattened  being  about  1|  inches 
in  length,  f  inch  in  width,  and  §  inch  in  thickness.  It 
is  attached  to  the  posterior  layer  of  the  broad  ligament 
towards  its  outer  part,  at  about  the  brim  level.  They  lie 
more  or  less  vertically,  the  outer  end  being  uppermost, 
but  many  variations  in  position  are  found.  There  are  two 
surfaces — the  superior-internal  and  the  inferior-external, 
and  two  borders,  the  anterior  (hilum)  attached  one, 
the  posterior  free  one. 


Fig.  7.— (Bland  Sutton.) 
Ovary,  Tube,  and  Parovarium,  from  a  woman  forty  years  of  age. 


The  Ovary  has  the  following  Special  Ligaments : — 
(a)  liter o -ovarian  ligament  from  the  inner  end  of  the 
ovary  to  the  uterus,  (b)  Ovarian  fimbria  already 
described,  page  11.  (c)  The  free  outer  border  of  the 
broad  ligament — viz.,  the  infuwllhulo — pelvic  liga- 
ment, helps  also  to  support  the  ovary. 
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Structure. — 

1. .  The  outer  covering  consists  of  low  cubical  cells, 
the  remains  of  the  germ  epithelium.  The  junction  of 
this  with  the  peritoneum  around  the  hilum  forms  a 
distinct  "  white  line." 

2.  Tunica  albuginea.  —  This  is  the  dense  outer 
part  of  the  ovary  proper;  it  is  not  found  in  early 
life,  but  is  only  differentiated  as  life  advances,  being 
especially  marked  in  old  women. 

3.  Ovary  proper. 

(a)  External  cortical  layer. 

(b)  Internal  medullary  layer. 

Cortical  layer. — This  is  formed  of  Graafian  follicles 
lying  in  a  dense  stroma  of  fibrous  tissue,  with  some 
non-striped  muscle.  In  the  outer  layer  are  numerous 
small  follicles ;  occasionally  in  this  layer  a  large  ripe 
follicle  can  be  seen  bursting  through  the  surface.  In 
the  deeper  layer  are  large  follicles,  those  which  have 
grown  somewhat.  Each  Graafian  follicle  contains  an 
ovum. 

The  structure  of  each  is  as  follows — 

Externally  is  a  fibrous  layer — tunica  fibrosa ;  within 
this  is  a  more  cellular  layer — tunica  propria  ;  within 
this  is  a  layer  of  rounded  nucleated  cells — membrana 
granulosa.  At  one  point  in  the  latter  the  cells  are 
heaped  up  to  form  the  discus  proligerus,  in  which  the 
ovum  lies.  Within  the  membrana  granulosa,  sur- 
rounding the  discus,  is  the  liquor  folliculi. 

The  ovum  consists  of  the  zona  pellucida,  the  yolk, 
the  germinal  vesicle,  and  germinal  spot. 
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VAGINA. 

The  vagina  is  a  slit  in  the  floor  of  the  pelvis.  It 
runs  from  the  hymen  up  to  the  posterior  surface  of  the 
cervix  uteri,  its  direction  being  about  parallel  with  the 
plane  of  the  pelvic  inlet.  On  vertical  mesial  section, 
the  shape  of  the  vagina  is  sigmoid ;  on  transverse 


Fig.  9,.—(Hcnlc.) 

Anterior  Vaginal  Wall,  and  Multiparous  Cervix. 
(Looked  tit  from  behind.) 
a  Urethral  Orifice.    6  Anterior  Vaginal  Column,    c  Cervix  Uteri. 

section  in  its  upper  part,  it  is  crescentic,  and  in  its 
lower  part  somewhat  H-shaped.  The  widest  part  of 
the  vagina  is  its  upper  portion,  the  narrowest  is  just 
behind  the  hymen. 
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The  vagina  is  attached  ahove  to  the  cervix,  in  front 
at  the  junction  of  the  lower  third  and  upper  two-thirds, 
behind  at  the  junction  of  the  lower  two-thirds  and 
upper  third  of  the  cervix.  The  upper  extremity  of 
the  vagina  is  known  as  the  vault  or  fornix,  and  is 
artificially  divided  into  an  anterior,  posterior,  and  two 
lateral  fornices ;  the  posterior  is  twice  the  depth  of  the 
anterior  fornix.  The  vaginal  wall  measures  in  length 
in  front  2  to  2J  inches,  and  behind  3  to  3|  inches. 

Structure. — 

1.  Inner  layer  rugose,  the  folds  being  transverse, 
while  at  the  lower  end  of  the  vagina,  in  front  and 
behind,  is  a  single  or  double  mesial  fold.  This  layer 
is  composed  of  ordinary  skin-like  stratified  epithelium, 
resting  upon  a  layer  of  connective  tissue  which  forms 
papillae. 

2.  Outer  layer  of  non-striped  muscle,  the  arrange- 
ment of  which  is  disputed.  Some  say  there  is  an 
external  circular  and  an  internal  longitudinal,  while, 
others  say  the  reverse  arrangement  is  the  correct  one. 

The  vagina  contains  very  few,  if  any,  glands. 

The  following  points  are  to  be  noted  : — The  walls 
of  the  vagina  are  at  all  times  in  apposition,  unless 
artificially  separated.  The  cavity  is  capable  of  much 
distension.  The  curve  of  the  vagina  and  its  position 
in  the  pelvis  vary  according  to  the  position  of  the 
uterus,  and  the  amount  of  distension  of  the  bladder  and 
rectum. 
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BLADDER. 

The  bladder  lies  behind  the  symphysis,  in  front  of 
the  uterus  and  vagina.  It  varies  in  shape  according 
to  its  fulness  or  emptiness.  When  empty  and  non- 
contracted  it  lies  flaccid,  the  upper  wall  resting  on  the 
base ;  in  this  condition,  on  vertical  mesial  section,  the 


Fig.  9.—(Mrst.J 

Vertical  Messial  Section  showing  Peritoneum. 

The  dotted  line  indicates  peritoneum,    a  Aims.    6  Vagina,    c  Bladder. 
d  Uterus,    e  Below  pouch  of  Douglas.  /  Symphisis  Pubis. 

cavity  along  with  the  urethra  forms  a  Y  shape.  When 
empty  and  contracted  it  is  oval  shaped,  the  cavity 
being  continuous  upwards  with  the  urethra.  When 
moderately  distended,  it  is  round;  when  completely 
distended,  it  is  transversely  oval. 
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Structure. — The  upper  surface  only  is  covered  with 
peritoneum.  The  main  part  of  the  wall  is  non-striped 
muscle.  The  inner  surface  is  a  mucous  lining,  pink  in 
colour,  and  thrown  into  folds  save  at  the  trigone ; 
internally,  is  a  layer  of  transitional  epithelium  with 
racemose  mucous  glands  especially  near  the  neck  of  the 
bladder;  and  outside  this  is  a  layer  of  fibrous  and 
elastic  tissue. 


Fig.  10.  —  (Braunc.) 
Vertical  Mesial  Section  of  Female  Pelvic  Floor. 
(Showing  contracted  bladder.) 
b  Lowest  dip  of  peritoneum  in  front  of  uterus,    d  Lowest  dip  behind  uterus, 
a,  6,  c,  d,  Loose  extra-peritoneal  tissue. 

The  trigone  is  a  triangular  smooth  portion  of  the 
mucous  lining,  whose  apex  is  the  internal  opening  of 
the  urethra,  and  whose  base  is  an  imaginary  line  drawn 
between  the  openings  of  the  ureters ;  each  side  of  this 
triangle  measures  about  1^  inches. 

Relations. — The  bladder  is  surrounded  with  loose 
connective  tissue  (save  above)  which  attaches  it  to  the 
uterus  and  pelvic  wall.  In  front  this  tissue  contains 
some  fat.    Through  the  loose  connective  tissue  run  the 

c 
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strong  layers  of  pelvic  fascia  which  support  the  viscus. 
The  lower  part  of  the  bladder  is  somewhat  firmly 
attached  to  the  vagina. 

The  peritoneal  covering  is  reflected  in  front  to  the 
back  of  the  upper  part  of  the  symphysis,  and  behind 
to  the  cervix  at  the  level  of  the  os  internum. 

Points  to  be  noted: — The  bladder  is  constantly 
changing  in  shape.  The  uterus  is  normally  in  constant 
relation  to  the  bladder — i.e.,  resting  against  the  upper 
surface  of  the  bladder,  and  is  moved  through  a  con- 
siderable arc  of  a  circle  as  the  bladder  empties  and  fills. 

There  is  normally  no  intestine  in  the  utero-vesical 
pouch. 

URETHRA. 

The  urethra  is  in  the  middle  line,  closely  adherent 
to  the  anterior  vaginal  wall,  extending  from  the  meatus 
urinarius  to  the  neck  of  the  bladder.  It  has  a  slight 
sigmoid  curve  from  above  downwards,  and  measures 
about  If  inches.  It  consists  of  an  outer  muscular 
wall  of  two  layers  and  an  internal  mucous  lining.  In 
the  latter  the  epithelium  of  the  upper  part  is  transi- 
tional, and  that  of  the  lower  part  squamous  like  the 
vaginal  epithelium.  Inside  the  outer  orifice  are  the 
openings  of  Skene's  tubules,  situated  in  the  lower  wall 
and  measuring  about  f  inch  in  length.  Skene's  tubules 
are  thought  to  be  the  lower  ends  of  Gartner's  ducts. 

URETERS. 

From  the  abdomen  they  pass  into  the  pelvis  (the 
right  lying  behind  the  lower  part  of  the  ileum  and  the 
left  behind  the  sigmoid  flexure,  crossing  the  external 


GYNECOLOGY. 


19 


iliac  vessels  about  §  of  an  inch  below  the  division  of  the 
common  iliac  artery,  passing  in  front  of  the  internal 
iliac  artery  and  lying  in  the  space  between  the  internal 
iliac  artery  and  the  external  iliac  vein.  Each  one  goes 
downwards  and  outwards  along  the  pelvic  wall  until  near 
the  ischial  spine,  where  it  turns  downwards,  forwards, 
and  inwards,  behind  the  uterine  artery.  It  then  passes 
through  the  base  of  the  broad  ligament,  approaching 
to  about  |  of  an  inch  from  the  cervix,  and  runs  be- 
tween the  posterior  bladder  wall  and  anterior  vaginal 
wall,  entering  the  former  from  J  to  f  inch  in  front 
of  and  below  the  cervix.  The  ureters  then  run  in  the 
substance  of  the  bladder  wall  for  a  little  more  than 
|  inch,  and  they  open  into  the  bladder  at  the  base 
of  the  trigone,  at  a  distance  from  one  another  of  about 
1|  inches. 

RECTUM. 

The  rectum  or  lower  end  of  the  large  intestine, 
extends  from  the  left  sacro-iliac  synchondrosis  down- 
wards, backwards,  and  inwards,  as.  fax  as  the  third 
sacral  vertebra ;  it  then  curves  downwards  and  forwards 
behind  the  cervix,  and  then  downwards  and  backwards 
to  the  anus.  The  first  part,  from  the  sacro-iliac  syn- 
chondrosis to  the  third  sacral  vertebra  is  entirely 
covered  with  peritoneum,  which  forms  a  mesentery; 
the  second  part,  from  the  third  sacral  vertebra,  to  a 
point  opposite  the  tip  of  the  coccyx,  is  only  covered 
on  its  anterior  surface  in  its  upper  part ;  the  third  part 
is,  of  course,  below  the  peritoneum. 

Structure. — The  muscular  wall  is  arranged  in  an 
external  longitudinal  and  an  internal  circular  layer  of 
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non-striped  muscle  ;  inside  this  is  the  mucous  membrane 
with  a  muscularis  mucosae. 

There  are  three  oblique  folds  on  the  inner  surface 
of  the  bowel  to  be  noted.  They  are  composed  of 
mucous,  submucous,  and  the  circular  muscular  coats. 
The  upper  is  near  the  promontory,  the  lower  (valve 
of  Houston  or  sphincter  ani  tertius)  is  about  1|  inches 
above  the  anus,  and  the  third  is  between  the  two. 

In  performing  the  rectal  examination  it  is  always 
well  to  pass  the  finger  through  the  sphincter  ani  tertius. 
In  some  cases  it  may  offer  considerable  resistance  to 
the  finger. 

The  Anus  is  the  lowest  part  of  the  rectum.  It  is 
about  1  inch  in  length.  When  it  is  closed  its  lateral 
walls  are  in  apposition.  Its  muscles  are  the  external 
and  internal  sphincters  chiefly,  with  also  some  fibres 
of  the  longitudinal  rectal  layer. 

The  Perineal  Body  is  the  mass  of  tissue  between 
the  vagina  and  rectum.  On  vertical  mesial  section  it 
is  triangular  in  shape,  the  apex  being  uppermost.  Its 
vertical  measurement  is  about  1|  inches.  It  consists 
of  connective  tissue,  blended  fascias  and  muscles  of  the 
pelvic  floor. 

PERITONEUM. 

The  best  idea  of  this  structure  is  got  from  a  sectional 
study  of  the  pelvis. 

Traced  in  vertical  mesial  section,  it  passes  from  the 
anterior  abdominal  wall  above  the  symphysis  or  from 
the  upper  part  of  the  symphysis  to  the  upper  surface 
of  the  bladder,  then  it  is  reflected  to. the  uterus  at  the 
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level  of  the  isthmus,  passes  over  the  anterior  surface 
of  the  uterus  above  this  point  and  down  over  the 
posterior  surface  as  far  as  the  junction  of  the  inter- 
mediate and  supra-vaginal  portions  of  the  cervix,  where 
it  passes  to  the  posterior  surface  of  the  posterior  vaginal 
wall  for  \  to  f  in.  It  is  then  reflected  to  the  second 
portion  of  the  rectum. 


Fig.  11.—  (Hodge.) 
The  Eeflections  and  Pouches  of  the  Pelvic  Peritoneum. 


Traced  in  vertical  sagittal  section  (passing  through 
ovary),  it  is  reflected  from  the  anterior  abdominal  wall 
to  the  upper  surface  of  the  bladder;  thence  upwards 
as  the  anterior  layer  of  the  broad  ligament,  over  the 
Fallopian  tube,  downwards  as  the  posterior  layer  of 
the  broad  ligament  (it  does  not  cover  the  ovary,  it 
must  be  remembered)  and  then  to  the  wall  of  the 
pelvis. 


22 


GYNECOLOGY. 


Traced  in  a  transverse  section  of  the  pelvis,  through 
the  broad  ligaments  and  uterus,  the  anterior  and  pos- 
terior layers  of  the  broad  ligaments  are  seen  to  be 
reflected  from  the  side  walls  of  the  pelvis  and  to  pass 
inwards,  giving  a  covering  to  the  anterior  and  posterior 
walls  of  the  uterus. 

The  deepest  part  of  the  pelvic  peritoneum  is  the 
pouch  of  Douglas.  The  exact  boundaries  of  this  pouch 
are  not  clearly  defined.  By  some  it  is  described  as  that 
part  below  the  level  of  the  utero-sacral  folds ;  by  others, 
the  shelves  formed  above  the  utero-sacral  folds  are  also 
included,  thus  making  the  pouch  consist  of  a  central 
and  two  lateral  divisions.  Sometimes  the  pouch  of 
Douglas  extends  down  into  the  perineal  body. 


PELVIC   CONNECTIVE  TISSUE. 

This  is  made  up  of  the  strong  fasciae  of  the  pelvis 
and  of  the  connective  tissue  under  the  peritoneum. 
The  latter  only  concerns  our  attention  here.  That 
which  is  of  special  note  is  the  loose  connective  tissue 
surrounding  the  cervix,  in  the  broad  and  utero-sacral 
ligaments  and  at  the  sides  of  the  bladder  and  vagina. 


VASCULAR  SUPPLY  OF  THE  GENITALS. 

Arteries. — 

The  Ovarian  Artery,  in  the  pelvis,  runs  through 
the  upper  part  of  the  broad  ligament  giving  branches 
to  tube  and  ovary.  Near  the  attachment  of  the  round 
ligament  it  divides  into  branches,  some  of  which  run 
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to  the  fundus,  others  down  the  side  of  the  uterus, 
and  a  few  into  the  round  ligament. 

The  Uterine  Artery  runs  through  the  broad 
ligament  from  the  anterior  division  of  the  internal  iliac 
towards  the  upper  part  of  the  cervix,  where  it  turns  up- 
wards and  runs  in  a  tortuous  manner,  anastomosing  with 
the  descending  branches  of  the  ovarian  artery.  It  gives 
off  a  branch  to  the  cervix,  which  anastomoses  with  a 
corresponding  artery  of  the  opposite  side  and  also  with 
the  arteries  of  the  vaginal  wall.  From  the  vessels  on 
the  outer  wall  of  the  uterus  branches  penetrate  the 
muscle  at  right  angles  to  the  surface. 

Sometimes  the  vaginal  arteries  arise  from  the 
uterine. 

The  Vaginal  Arteries  usually  arise  from  the 
anterior  division  of  internal  iliac  ;  occasionally  from  the 
uterine  or  middle  hsemorrhoidal. 

The  external  genitals  are  supplied  mainly  by  branches 
of  the  internal  pudic. 

Veins.  —  There  is  an  intricate  venous  plexus 
surrounding  the  uterus,  communicating  with  the  pam- 
piniform plexus  in  the  broad  ligament  and  with  the 
vesical  and  vaginal  plexuses.  The  blood  from  these 
veins  finds  its  way  into  the  inferior  vena  cava.  Through 
the  connection  of  the  vaginal  with  the  hEemorrhoidal 
plexus,  and  of  the  latter  with  the  portal  system,  there 
is  thus  formed  in  the  pelvis  a  communication  between 
the  pelvic  and  portal  veins. 

Lymphatics.  —  The  lymphatics  of  the  external 
genitals,  and  of  the  lower  fourth  of  the  vagina,  open 
into  the  inguinal  glands. 
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Those  of  the  upper  three-fourths  of  the  vagina,  and 
of  the  cervix,  open  into  the  hypogastric  glands.  Those 
of  the  body  of  the  uterus,  Fallopian  tubes,  and  ovary 
open  into  the  lumbar  glands. 

PELVIC  FLOOR. 

The  pelvic  floor  is  the  name  given  to  the  complex 
arrangement  of  tissues  which  fill  up  the  outlet  of  the 
pelvis.    It  is  studied  in  two  ways  : — 

1.  By  Dissection. — The  upper  surface  of  the  floor 
is  the  peritoneal,  the  lower  is  the  skin  surface.  Between 
these  are  the  various  muscles,  fasciae,  etc.,  described  in 
the  text-books  of  anatomy. 

2.  By  Frozen  Sections — viz.,  vertical  mesial, 
transverse,  and  sagittal. 

In  vertical-mesial  section,  the  floor  is  seen  to  extend 
from  the  symphysis  to  the  sacrum  and  coccyx.  It  is 
pierced  by  the  urethra,  vagina,  and  rectum. 

Hart  calls  that  portion  of  the  floor  in  front  of  the 
vagina  the  pubic  segment,  and  that  portion  behind 
the  sacral  segment.  There  is  considerable  discussion 
as  to  the  composition  of  these  portions — i.e.,  in  regard 
to  whether  the  whole  bladder,  uterus,  and  lower  part 
of  the  rectum  really  are  to  be  considered  as  part  of  the 
floor. 

The  pelvic  floor  as  a  whole  must  be  studied  in 
relation  to  intra-abdominal  pressure,  micturition,  de- 
falcation and  parturition. 

(a)  Intra-abdominal  pressure.  This  is,  of  course, 
resisted  by  the  floor. 
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(6)  Micturition  and  defalcation.  The  loose  tissue 
around  the  bladder  and  rectum  allow  of  the  changes 
in  size  in  these  viscera  associated  with  the  functions 
performed  by  them. 

(c)  Parturition.  The  consideration  of  this  point 
belongs  to  obstetrics. 

Pelvic-Floor  Projection  is  the  amount  of  pro- 
jection of  the  floor,  in  the  middle  line,  beyond  the 
conjugate  of  the  outlet.  In  the  nullipara  it  measures 
about  one  inch. 

Some  Points  in  the  Physics  of  the  Pelvis. — 

Intra-abdominal  pressure. 

This  is  the  pressure  of  the  viscera.  It  is  to  be 
remembered  that  the  viscera  are  always  in  contact 
Avith  one  another  and  with  the  parietes,  the  opposing 
surfaces  being  moistened  with  serum.  For  practical 
purposes,  this  pressure  may  be  considered  as  a  fluid- 
pressure,  which  acts  at  right  angles  to  the  surface 
resisting  it.  The  result  of  this  pressure  on  the  pelvic 
floor,  together  with  the  atmospheric  pressure  on  the 
outside,  is  to  keep  its  component  parts  in  close  contact. 
In  every  position  in  which  the  body  may  be  placed  the 
pubic  and  sacral  segments  are  in  apposition — i.e.,  the 
vagina  remains  a  closed  slit. 

In  the  genu-pectoral  position  the  only  change  is  a 
diminution  of  the  pelvic-floor  projection.  This  occurs 
along  with  an  increase  in  the  antero-posterior  diameter 
of  the  upper  part  of  the  abdominal  cavity. 

If,  in  the  genu-pectoral  position  the  vagina  be  arti- 
ficially opened  up,  air  enters  it  and  its  pressure  causes  the 
pubic  segment  to  fall  forwards  and  downwards ;  at  the 
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same  time  the  anterior  posterior  diameter  of  the  upper 
part  of  the  abdominal  cavity  is  slightly  increased.  The 
vagina  may  be  said  to  become  "  ballooned,"  its  walls 
being  considerably  stretched.  Similarly,  if  the  anus  be 
opened  up  the  rectum  distends  with  air. 

These  effects  may  be  produced  in  what  is  known  as 
the  modified  genu-pectoral  or  Sims'  position.  In  this 
position  the  patient  lies  ou  her  left  side  and  chest ;  the 


Fig.  12.—  (Pozzi.) 
Latero- Abdominal  or  Modified  Genu-Pectoral  Position. 
(Pationt  is  on  tUo  right  side.) 

left  arm  is  thrown  over  the  edge  of  the  table;  the 
knees  are  drawn  well  up,  the  right  knee  resting  on  the 
table.  The  Sims  or  any  spatular  speculum  used  in 
this  position  is  merely  emploj^ed  to  open  the  vagina 
and  pull  back  the  perineum,  atmospheric  pressure 
causing  the  anterior  vaginal  wall  to  be  pushed  forwards 
and  the  vaginal  cavity  thereby  well  exposed. 
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The  Examination  of  Gynecological  Cases. — 

The  following  case-taking  card  by  Professor  A.  R. 
Simpson  is  the  best  guide  : — 

ANAMNESIS. 

1.  Name  ;  Age ;  Occupation  ;  Residence  ;  Married,  Single, 

or  Widow  ;  Date  of  Admission. 

2.  Complaint  and  Duration  of  Illness. 

3.  General  History  of — (a)  Present  Attack  ;  (b)  Previous 

Health;  (c)  Diathesis;  (d)  Social  Condition  and 
Habits ;  (e)  Family  Health. 

'4.  Sexual  History. 

(1)  Menstruation — 

A.  Normal — (a)  Date    of  Commencement; 

(b)  Type;  (c)  Duration;  (d)  Quantity; 
(e)  Date  of  Disappearance. 

B.  Morbid  —  (a)    Amenorrhea ;    (6)  Menor- 

rhagia; (c)  Dysmenorrhoea. 

(2)  Intermenstrual  Discharge  —  (a)   Character  ;  (b) 

Quantity. 

(3)  Pregnancies — (a)  Number;  (b)  Dates  of  First 

and  Last ;  (c)  Abortions ;  (d)  Character  of 
Labours;  (e)  Puerperia;  (/)  Lactations. 

5.  Local  Functional  Disturbances  —  (a)   Bladder ;  (b) 

Rectum  ;  (c)  Pelvic  Nerves  and  Muscles. 

6.  General   Functional    Derangements  —  (a)  Nervous 

System ;  (/>)  Respiratory  System ;  (c)  Circulatory 
System  ;  (d)  Digestive  System  ;  (e)  Emunctories. 
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PHYSICAL  EXAMINATION. 

1.  General  Appearance  and  Configuration. 

2.  Mammae. 

3.  Abdomen — (a)  Inspection ;  (b)  Palpation  ;  (c)  Percussion ; 

(d)  Auscultation  ;  (e)  Mensuration. 

4.  External  Pudenda. 

5.  Per  Vaginam—  (a)  Orifice  ;  (b)  Walls  and  Cavity ;  (c) 

Eoof  .;  (d)  Os  and  Cervix  Uteri. 

6.  Bi-Manual   Examination    (Abdomino- vaginal,  Becto- 

Vaginal,  Abdomino-Eectal,  Abdomino-Becto-Vaginal, 
Abdomino-Vesico-Vaginal) — 

(1)  Uterus — (a)  Size ;  (b)  Shape ;  (c)  Consistence ; 

(d)  Sensitiveness  ;  (e)  Position ;  (/)  Mobility  j 
(g)  Eelations. 

(2)  Fallopian  Tubes. 

(3)  Ovaries — (a)  Size ;  (b)  Situation  ;  (c)  Sensitive- 

ness. 

(4)  Peritoneum  and  Cellular  Tissue. 

(5)  Bladder.    (6)  Rectum.    (7)  Pelvic  Bones. 

7.  Use  of — (a)  Speculum;  (b)  Volsella;  (c)  Sound;  (d) 

Curette;  (e)  Aspiratory  Needle  ;  (/)  Tent. 

8.  Physical  Changes  in — (a)  Nervous,  (b)  Bespiratorjr, 

(c)  Circulatory,  (d)  Digestive,  (e)  Emunctory  Organs; 
(/)  Skin ;  (g)  Bones. 

diagnosis. 

prognosis. 

treatment. 

progress  and  termination. 
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This  card  consists  of  two  parts — viz.,  Anamnesis 
and  Physical  Examination.  The  first  deals  with  those 
facts  that  the  patient  can  give  about  herself;  the 
second  deals  with  the  methods  by  which  the  physician 
finds  out  for  himself  the  condition  of  the  patient.  The 
latter  heading  must  be  referred  to  in  detail. 

1.  General   appearance   and  configuration.  — 

These  must  always  be  noted. 

2.  Mammae. — These  sometimes  must  be  inspected 
— e.g.,  for  pigmentation,  striae,  etc.  They  may  also 
require  to  be  palpated. 

3.  Abdomen. — The  methods  of  examining  the 
abdomen  need  not  be  detailed,  since  the  student  has 
already  learned  them  in  Clinical  Medicine.  They  are 
as  follows  —  viz.,  Inspection,  Palpation,  Percussion, 
Auscultation,  Mensuration. 

4.  External  Genitals.  —  The  inspection  of  the 
outer  genitals  is  not  done  as  a  routine  practice,  but 
only  in  cases  where  the  other  methods  of  examination 
fail  to  make  clear  a  diagnosis. 

5.  Vaginal  Examination. — This  should  not  be 
done  in  the  case  of  girls  and  unmarried  women  unless 
absolutely  necessary;  it  should  be  done  with  the 
greatest  care  and  delicacy.  In  this  country  the 
patient  lies  on  her  left  side  with  her  knees  drawn  up ; 
in  others,  she  lies  on  her  back.  The  hands  of  the 
examiner  must  be  clean  and  warmed.  The  first  two 
fingers  of  the  right  hand  must  be  greased  or  soaped, 
and  passed  between  the  patient's  buttocks,  without 
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soiling  the  clothes ;  they  are  then  passed  from  behind 
forwards  over  the  anus  to  the  anterior  edge  of  the 
perineum.  Then  direct  the  fingers  (or  only  the  index 
finger,  if  the  vaginal  orifice  is  not  large  enough  for 
both)  backwards  towards  the  hollow  of  the  sacrum, 
pressing  back  the  perineum.  Care  must  be  taken  not 
to  touch  the  clitoris,  nor  to  press  the  anterior  vaginal 
wall  against  the  symphysis.  The  fingers  are  then 
carried  up  to  the  fornix  vaginae  and  cervix. 

By  this  examination,  information  is  acquired  re- 
garding the  state  of  the  vaginal  orifice,  the  walls,  and 
cervix.  Also  bodies  outside  the  vagina  may  be  felt 
if  any  part  of  the  walls  are  pressed  against  by  them, 
and  inflammation  in  neighbouring  parts — e.g.,  the  base 
of  the  bladder  may  cause  tenderness  on  vaginal  ex- 
amination, or  old  cicatricial  inflammatory  contractions 
outside  the  vagina  may  be  felt. 

6.  Bi-manual  Examination.  —  This  is  the  most 
valuable  method  of  examining  the  pelvis.  The  follow- 
ing varieties  are  employed,  viz. — abdomino-vaginal, 
abdomino -vesical,  abdomino -rectal,  abdomi no -vesico- 
vaginal, abdomino-recto-vaginal. 

The  abdomino-vaginal  is  the  ordinary  bi-manual 
examination  used.  The  most  valuable  method  for 
general  pelvic  examination  is  the  abdomino  -  recto- 
vaginal, but  it  is  usually  only  necessary  when  the 
abdomino  -  vaginal  examination  is  not  satisfactory ; 
moreover,  patients  do  not  care  for  the  method,  as 
a  rule,  owing  to  the  discomfort  it  often  causes.  It  is 
best  of  all  employed  when  an  anaesthetic  is  given. 

In  performing  the  ordinary  bi-manual  examination, 
the  fingers  of  the  right  hand  are  introduced  as  if  for 
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vaginal  examination.  The  patient  then  turns  on  her 
back  and  draws  her  knees  up  (she  is  covered  with  a 
large  wrap  during  the  examination).  The  left  hand 
is  placed  on  the  abdomen,  just  below  the  umbilicus. 
The  inner  hand  is  then  rotated  backwards,  and  then 
pushed  upwards,  the  fingers  pressing  up  the  cervix. 
The  outer  hand  is  then  depressed  until  the  abdominal 


Fig.  13.— (Pozzi.)   Bi-manual  Examination. 


wall  is  pushed  against  the  parts  elevated  by  the  inner 
hand,  the  patient  being  directed,  all  the  while,  to 
breathe  quietly,  and  to  make  no  straining  efforts.  It 
is  always  best  to  make  out  the  condition  of  the  uterus 
first ;  afterwards  the  appendages,  ligaments,  peritoneum, 
connective  tissue,  and  viscera,  should  be  examined  in 
detail. 

Where  satisfactory  examination  is  impossible,  owing 
to  the  thickness  of  the  abdominal  walls,  the  straining 
of  the  patient,  or  other  cause,  it  is  always  best  to 
anaesthetise  the  patient. 
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When  the  abdomino -recto  -vaginal  examination  is 
to  follow  the  abdominovaginal,  the  middle  finger  may 
be  withdrawn  from  the  vagina  and  passed  into  the 
rectum.  This  finger  should  not  be  re-introduced,  of 
course,  without  a  thorough  washing. 

7.  Rectal  Examination  by  one  or  two  fingers 
may  be  employed  alone  in  some  cases,  especially  for 
the  determination  of  the  condition  of  the  lower  part 
of  the  bowel. 

8.  Vesical  Examination  by  the  little  or  index 
finger  is  employed  in  some  cases.  It  is  best  to  dilate 
the  urethra  gradually  with  Hegar's  dilators  until  the 
index  finger  can  be  admitted.  The  strictest  antiseptic 
precautions  must  be  used. 

9.  Use  of  Instruments. 

(a)  Speculum. 


Fig.  14.  — Sims'  Speculum. 


There  are  three  types  : — 

Spatular — e.g.,  Sims',  Simon's. 

Tubular — e.g.,  Fergusson's. 

Valvular — e.g.,  Cusco's,  Neugebauer's,  Barnes'. 
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Of  these  forms  the  spatular  is  the  most  valuable 
for  all  purposes.  The  speculum  is  used  for  the  purpose 
of  examining  the  vagina  and  the  vaginal  portion  of  the 
cervix,  and  also  for  carrying  out  operative  procedures. 


Fig.  17. — Cusco's  Speculum. 
(b)  VOLSELLA. 

The  volsella  is  really  a  pair  of  forceps.  There  are 
several  varieties  in  use,  e.g.,  A.  R  Simpson's,  Hart's, 
etc.  Its  chief  use  is  to  hold,  or  pull  down  the  cervix 
for  examination  or  operative  purposes.    It  should  not 


Fig.  18. — Volsella. 


be  used  in  any  severe  acute  inflammation  in  the  uterus, 
appendages,  peritoneum,  or  cellular  tissue  ;  neither  in 
hsematocele,  haemato-pyo -salpinx,  nor  in  advanced 
carcinoma  uteri. 

(c)  Sound. 

The  two  best  sounds  are  Sir  J.  Y.  Simpson's  and 
A.  R.  Simpson's. 
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It  should  not  be  passed  during  menstruation,  or 
in  pregnancy:  nor  in  acute  inflammation  in  uterus, 
appendages,  peritoneum,  or  cellular  tissue  ;  nor  in  car- 
cinoma uteri.  Before  using  it  be  sure  that  the  patient 
is  not  pregnant;  do  a  careful  bi-manual  examination; 
curve  the  sound  according  to  the  flexion  of  the  uterus. 


Fig.  19. — Sir  J.  Y.  Simpson's  Sound. 


The  sound  may  be  passed  with  the  patient  in  the 
lateral  or  lithotomy  position.  The  instrument  is  used 
to  determine  the  length  of  the  uterus,  the  lie  of  the 
uterus,  the  amount  of  flexion  in  it,  tenderness  or  rough- 
ness of  the  walls,  stenosis  or  atresia  of  os  externum 
and  os  internum ;  it  is  used  to  diagnose  between 
inversion  of  the  uterus  and  uterine  polypus.  It  is  also 
employed  in  dilating  strictures  of  either  os,  in  replacing 
retroverted  unfixed  uterus,  in  making  applications  to 
the  endometrium.  When  the  sound  is  in  the  uterus, 
the  patient  being  in  the  dorsal  position,  the  ordinary 
bi-manual  may,  in  some  cases,  be  employed  with  greater 
advantage  than  where  the  sound  is  not  used.  For  this 
purpose  the  A.  R.  Simpson  sound  is  necessary;  the 
handle  is  held  against  the  palm  of  the  hand  whose 
fingers  are  in  the  vagina. 

(d)  Uterine  Dilators. 
1.  Slow  Dilators.  —  For  slow  dilatation  of  the 
cervix,  sponge,  tangle,  and  tupelo  tents  are  used.  They 
are  much  less  used  than  formerly,  owing  to  the  danger 
of  septic  infection  from  their  employment.  They  in- 
crease in  size  through  absorption  of  fluid. 
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2.  Rapid  Dilators.— Hegar's  graduated  vulcanite 
dilators  are  the  best.  Metal  dilators  with  expanding 
blades— e.g.,  Sims',  Ellinger's,  etc.,  are  also  serviceable. 

All  dilators  must  be  used  under  strict  antiseptic 
precautions. 


Fig.  20.— Compressed  Sponge  Tent. 


Fig.  21.— Hegar's  Dilators. 


Fig.  22.— Ellinger's  Dilator. 


(e)  Curette. 
This  is  an  instrument  for  scraping  the  uterine  cavity. 
There  are  many  varieties— e.g.,  Recamier's,  Thomas', 
Martin's  etc.    Of  all  the  forms,  Martin's  is  the  best. 


GYNECOLOGY. 


37 


10.  Physical  Examination  of  the  nervous,  respira- 
tory and  other  systems.     The  student  has  already 


Fig.  23. — Martin's  Curette. 

learned  the  methods  of  examining  these  systems  in 
clinical  medicine. 

PELVIC  PERITONITIS. 

Perimetritis :  Pelveo-peritonitis. 

An  inflammation  of  the  pelvic  peritoneum,  acute  or 
chronic.    In  bad  cases  there  is  usually  cellulitis  under 


Fig.  2i.—(Schrocdcr.)   Pelvic  Peritonitis. 
Serous  exudation  behind  Uterus. 

the  affected  peritoneum.  The  inflamed  area  may  be 
of  slight  or  of  considerable  extent, 
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Pathology. — Congestion  of  peritoneum,  separation 
of  some  of  endothelial  cells,  proliferation  of  others, 
exudation  of  leucocytes  and  young  connective  tissue 
corpuscles,  deposit  of  fibrinous  material  on  the  surface, 
pouring  of  serous  fluid  into  the  peritoneal  cavity,  where 
it  is  either  free  or  surrounded  with  inflammatory 
adhesions ;  finally,  the  inflammatory  products  may 
suppurate. 

All  these  stages  do  not  occur  in  every  case.  All 
variations  are  found  both  in  regard  to  extent  and 
degree  of  affection.  Roughly  speaking,  peritonitis  is 
divided  into  the  four  varieties,  simple,  adhesive,  serous, 
and  purulent. 

Causes. — 1.  Spread  of  inflammation  from  other 
tissues  and  organs  of  pelvis — e.g.,  cellulitis,  salpingitis, 
ovaritis,  etc. 

2.  Swellings  and  new  growths,  simple,  and  malignant, 
growing  in  connection  with  pelvic  organs  and  tissues — 
e.g.,  hematocele,  ovarian  tumour,  tubercle,  carcinoma,  etc. 

3.  Abortion,  premature  and  full-time  delivery,  injury, 
faulty  antiseptics. 

4.  Gonorrhoea  and  latent  gonorrhoea  in  the  male. 

5.  Cold  and  damp,  especially  during  menstruation. 

6.  Introduction  of  germs  in  use  of  instruments  as  a 
result  of  deficient  care  in  regard  to  cleanliness. 

Symptoms  and  Physical  Signs. — 

I. — IN  ACUTE  PERITONITIS. 

Symptoms.—  Pulse  at  first  quick,  full,  and  bound- 
ing ;  later,  small  and  very  rapid,  hard,  wiry  or  thready  j. 
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temperature  rises  early  and  continues  more  or  less 
elevated ;  there  are  usually  rigors ;  pain  of  burning, 
cutting,  boring,  or  shooting  nature  ;  vomiting  often. 

Physical  Signs. — Abdomen  tense,  may  be  distended. 
Patient  often  lies  with  both  legs  drawn  up.  Pain  on 
palpation.  Vagina  hot  and  tender.  After  exudation 
has  occurred  one  of  the  following  conditions  may  be 
found : — ■ 

1.  Free  serous  fluid  in  peritoneal  cavity.  Indistinct 
boggy  fulness  on  bi-manual  examination. 

2.  Exudation  around  uterus  in  the  form  of  a  hard 
deposit.  On  vaginal  examination  cervix  feels  as  if 
surrounded  with  plaster  of  Paris. 

3.  Encysted  serous  fluid — 

(a)  Behind  uterus.     Felt  as  a  rounded  mass 

pushing  uterus  forward. 

(b)  Behind  either  broad  ligament. 


II. — CHRONIC  PERITONITIS. 

May  follow  acute  peritonitis  or  develop  gradually 
itself. 

Symptoms.  —  These  vary  greatly.  Pain  —  dull, 
dragging,  or  sharp,  in  the  back  or  sides;  often  worse 
after  exertion,  during  coitus  or  defalcation ;  menstrual 
disturbances;  sterility;  depressed  health;  often  reflex 
disturbances. 

Physical  Signs. — Affected  parts  tender  to  touch ; 
thickenings  and  adhesions  may  be  present.  Uterus  and 
appendages  displaced  in  various  ways  by  adhesions. 
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Course  and  Results. — Acute  form  may  get  well 
or  become  chronic ;  the  latter  may  remain  long.  Serous 
exudation  is  usually  absorbed,  pus  sometimes ;  but  more 
often  it  perforates  intestine,  bladder,  or  vagiDa. 


Fig.  25— (Bandl.) 
Preparation,  from  a  woman  thirty  years  old,  who  had  been 
delivered  a  number  of  years  previously.     It  shows  residues  around 
the  Cervix,  in  the  Parametrium  and  Pelvic  Peritoneum. 


Prognosis. — Pelvic  peritonitis  seldom  fatal  unless 
septic.  When  chronic,  sterility  may  be  caused  by  in- 
flammation spreading  to  tubes  or  ovaries,  or  by  adhesions 
interfering  with  their  proper  action.  The  woman's  life 
may  be  made  miserable. 

Treatment. — 

L_1N  ACUTE  CASES. 

1.  General—  Rest  in  bed;  milk,  potash,  soda,  or 
Seltzer  water;   peptonized  beef-jelly,  or  beef-tea  if 
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patient  be  weak,  as  well  as  brandy,  champagne,  or 
whisky;  give  early  a  free  aperient  dose — e.g.,  castor 
oil  with  laudanum  ;  keep  clown  pain  with  morphia ; 
if  there  be  a  pus  present  large  quantities  of  alcohol, 
— e.g.,  ten  to  eighteen  ounces  of  brandy  in  twenty- 
four  hours  may  be  required.  To  lower  temperature 
use  quinine  or  antipyrin. 

2.  Local. — Hot  fomentations  every  two  hours,  hot 
douche.  Exuded  serous  fluid  which  does  not  readily 
absorb  and  which  causes  pressure  trouble  may  be 
tapped.  Purulent  fluid  may  be  tapped  through  pos- 
terior fornix  or  sometimes  laparotomy  may  require 
to  be  done,  the  peritoneum  being  washed  and  drained. 
When  the  patient  becomes  convalescent,"  nourishing 
and  easily  digested  food,  wine,  tonics,  etc.,  to  be  given 
to  restore  strength.  She  should  avoid  cold  and  damp, 
and  should  wear  a  flannel  binder  after  a  bad  attack 
for  several  months. 

H. — IN  CHRONIC  CASES. 

1.  General. — Get  the  general  health  improved;  attend 
to  stomach  and  bowels ;  lessen  the  work  ;  forbid  coitus ; 
send  patient  away  for  change  if  she  is  much  run  down ; 
if  she  be  markedly  neurotic  employ  Weir  -  Mitchell 
treatment. 

2.  Local. — Hot  douche,  hot  hip-baths,  glycerine 
plugs  in  vagina,  blistering  above  Poupart's  ligament. 

TUBERCULAR  PERITONITIS. 

Pathology. — In  some  cases  there  are  many  tubercle 
nodules  scattered  over  the  peritoneum  with  abundant 
serous  effusion  and  few  or  no  adhesions ;  in  other  cases 
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there  may  be  great  matting  together  of  viscera,  the 
omentum  often  being  much  thickened  and  gathered 
into  a  mass. 

Symptoms. — If  there  be  no  tuberculosis  elsewhere 
they  may  be  slight ;  there  may  be  gradual  wasting  and 
little  or  no  elevation  of  temperature. 

Treatment. — Laparotomy  with  removal  of  the  fluid 
and  drying  of  the  peritoneal  cavity  thoroughly,  has  done 
well  in  many  cases. 

MALIGNANT  PERITONITIS. 

Pathology. — In  the  majority  of  cases  secondary  to 
malignant  disease  in  the  ovaries  or  to  rupture  of 
papillomatous  cysts. 

Symptoms. — At  first  no  marked  symptoms ;  later 
cachexia,  and  in  latest  stages  more  or  less  pain.  Blood- 
stained fluid  containing  cell-groups  distends  the  abdo- 
men ;  irregular  masses  may  be  felt,  and  enlargement 
of  pelvic  or  iliac  glands. 

Treatment. — Tap  the  abdomen  from  time  to  time ; 
keep  up  the  strength  as  much  as  possible. 

PELVIC  CELLULITIS. 

Parametritis. 

Nature. — Inflammation  acute  or  chronic,  affecting 
the  pelvic  cellular  tissue,  especially  that  in  the  bases 
of  the  broad  ligaments  and  in  the  utero-sacral  folds. 

Pathology. — There  is  at  first  thickening  in  the 
part  affected,  followed  either  by  pus-formation,  or  by 
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gradual  resolution  and  shrinkage  or  cicatrisation.  The 
latter  condition  is  a  common  cause  of  uterine  dis- 
placements. 

Causes. — 

1.  Secondary  to  peritonitis  in  some  cases. 

2.  Cold  during  menstruation. 

3.  Septic  matter  introduced  by  instruments  in 
operating  on  uterus. 

4.  Following  abortion,  premature  and  full-time 
labours,  septic  matter  entering  some  raw  surface 
through  imperfect  antiseptic  measures. 

Symptoms. — In  an  acute  onset  there  is  usually 
a  rigor;  pain  in  the  pelvis;  temperature  elevated. 
When  there  is  marked  exudation  patient  may  lie  with 
leg  drawn  up  on  side  affected. 

In  chronic  cases,  pain  and  discomfort  in  the  pelvis 
are  the  chief  symptoms ;  there  may  be  the  same  reflex 
disturbances  as  in  chronic  peritonitis. 

Physical  Signs. — 

I. — IN  ACUTE  CASES. 

Pain  on  palpating  lower  part  of  the  abdomen ;  some 
pain  caused  on  vaginal  examination ;  elevated  tempera- 
ture ;  inflammatory  exudation,  simple  or  purulent,  may 
be  felt  in  the  following  places : — 

1.  In  either  broad  ligament  in  its  lower  part,  pushing 
uterus  towards  opposite  side  and  bulging  down  the 
fornix. 

2.  In  upper  part  of  either  broad  ligament. 

3.  In  iliac  fossa. 

4.  Behind  uterus  (rare). 

5.  Between  uterus  and  bladder  (rare). 
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Exudations  spread  both  by  lymphatics  and  by  lines 
of  cleavage — very  loose  cellular  tissue.  Thus  Konig 
has  shown  that  — 

1.  Exudation  in  upper  part  of  broad  ligament  passes 
out  and  then  along  psoas-iliacus  and  sinks  below  the 
brim. 

2.  Exudation  in  lower  and  anterior  part  of  broad 
ligament  passes  out  to  wall  of  pelvis  at  side  of  uterus 
and  bladder,  along  the  round  ligament,  and  thence  by 
Poupart's  ligament  to  the  iliac  fossa. 

3.  Exudation  in  lower  and  posterior  part  of  broad 
ligament  fills  tissues  around  Douglas'  pouch  and  then 
passes  outwards  as  in  1. 

n. — IN  CHRONIC  CASES. 

Thickenings,  or  cicatrisation  in  the  parts  affected, 
tender  to  the  touch ;  associated  with  displacement  of 
uterus  and  appendages. 

Course  and  Results. — Inflammation  may  pass 
entirely  away;  may  remain  chronic;  pus  may  open 
into  bowel,  bladder,  or  vagina,  pass  beneath  Poupart's 
ligament  or  upwards  around  behind  kidney,  or  more 
rarely  burrow  to  perineum  or  through  sciatic  notch 
into  buttock ;  very  rarely  into  peritoneal  cavity. 

Prognosis. — It  depends  on  severity  of  attack  and 
patient's  condition.  May  give  rise  to  long-continued 
suffering  and  lead  to  sterility. 

Treatment.— General  and  local  as  in  pelvic  peri- 
tonitis. Pus  collections  are  to  be  opened  and  drained 
antiseptically. 
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PARAMETRITIS  CHRONICA 
ATROPHICANS. 

I. — CIRCUMSCRIPTA.      II. — DIFFUSA. 

Parametritis  Chronica  Atrophicans  Circum- 
scripta.— A  circumscribed  chronic  inflammation  affect- 
ing mainly  the  denser  bands  of  connective  tissue.  The 
cause  may  be  due  to  ulceration  in  the  bladder,  in  which 
case  thickened  bands  occur  in  the  para-vesical  tissue 
which  atrophy  and  cause  uterine  displacement ;  or  to 
ulceration  in  rectum,  causing  the  condition  in  the 
utero-sacral  folds  or  to  split  cervix,  giving  rise  to 
bands  in  the  base  of  the  broad  ligament,  which,  on 
shrinking,  displace  uterus  and  compress  veins  leading 
to  cervical  congestion  and  catarrh. 

Parametritis  Chronica  Atrophicans  Diffusa. — 

A  fibroid  change  in  the  entire  pelvic  cellular  tissue ; 
vessels  are  compressed  giving  rise  to  congestion  and 
catarrh  of  urethra,  bladder,  rectum,  and  uterus ;  external 
and  internal  genitals  gradually  atrophy.  Menstruation 
is  at  first  profuse  and  afterwards  scanty.  The  cause 
is  not  clearly  known.  It  may  be  due  to  frequent  child- 
bearing  and  excessive  suckling. 

From  both  varieties  of  parametritis  atrophicans  there 
may  be  various  reflex  disturbances : — 

Cerebral. — Neuralgias  and  headaches. 

Spinal. — Pain  over  vertebrae,  in  costal  regions  or  in 
the  extremities. 

Sympathetic. — Pain  in  bowels,  stomach,  bladder; 
heart-palpitation,  etc. 
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Treatment. — Treat  the  cause  in  the  circumscribed 
form ;  improve  the  general  health ;  hot  hip-baths  and 
hot  douche ;  massage. 

PELVIC   HEMATOCELE  AND 
HEMATOMA. 

Nature. — Hematocele  is  an  effusion  of  blood  into 
the  peritoneal  cavity,  hematoma  an  effusion  into  the 
cellular  tissue  ;  the  former  is  an  intra-peritoneal,  the 
latter  an  extra-peritoneal  haemorrhage. 


Fig.  26. — ( Schrocder. )   Hematocele  from  Kuptured 
Tubal  Pregnancy. 
a  Pouch  of  Douglas,    be  Coagulated  blood,    bf  Fluid  blood. 

They  are  most  common  between  the  ages  of  25  and 
35 — the  period  of  vigorous  sexual  life,  and  are  more 
frequent  in  parous  than  in  nulliparous  women. 
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Causes. — -Violent  exercise — e.g.,  dancing;  washing 
during  or  near  the  menstrual  period ;  coitus  during 
menstruation;  excessive  menstruation;  scorbutus;  haemo- 
philia ;  purpura  ;  varicose  sub-peritoneal  veins. 

Sources  of  the  Blood. — 

1.  Sub-peritoneal  veins. 

2.  Veins  of  connective  tissue. 

3.  Eegurgitation,  in  excessive  menstruation,  along 
the  Fallopian  tubes. 

4.  From  vessels  in  false  membrane  of  a  peritonitis. 

5.  Rupture  of  a  tubal  pregnancy. 


Fig.  27.  —  f Schroeder. )  Hematocele. 
h  Blood-Collection  behind  Uterus. 


Symptoms. — These  vary  according  to  the  position 
and  extent  of  the  haemorrhage ;  they  are  more  severe 
in  bsematocele  than  in  bsematoma  as  a  rule.    The  usual 
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symptoms  are  sudden  onset,  sudden  pain  in  the  pelvis, 
pallor,  quick,  feeble  pulse  ;  in  bad  cases  collapse,  fast- 
ness, vomiting,  dimness  of  vision.  In  some  cases,  also, 
menorrhagia  is  present. 

After  acute  stage  has  passed  off,  patient  complains  of 
weakness,  sometimes  of  pains  in  the  pelvis ;  there  may 
be  frequency  of  micturition  or  retention,  pain  and 
difficulty  in  defalcation,  according  to  the  pressure  of 
the  effused  blood  on  bladder  and  rectum. 

Physical  Signs. — 

I. — IN  HEMATOCELE. 

The  blood-mass  may  be  felt  bi-manually  filling  the 
pelvis,  and  reaching  above  the  brim,  it  may  be,  as  far 
as  the'  umbilicus.  The  uterus  may  have  been  pushed 
forwards  and  elevated,  so  that  it  lies  behind  the 
symphysis  and  anterior  abdominal  wall,  it  may  be  up- 
right in  the  very  centre  of  the  blood-mass,  or  it  may  be 
retroverted  and  pushed  downwards,  the  blood-mass 
resting  upon  it. 

II. — HEMATOMA. 

When  the  effusion  is  in  a  broad  ligament,  the  mass 
is  felt  especially  on  one  side,  the  uterus  being  pushed 
towards  the  opposite  side  of  the  pelvis,  and  the  fornix 
on  affected  side  bulged  downwards. 

When  the  effusion  has  spread  all  around  the  uterus, 
there  is  bulging  clown  of  the  whole  vault  of  the  vagina. 

When  the  effusion  is  chiefly  around  rectum,  a  retro- 
uterine tumour  is  felt  pushing  the  uterus  forwards. 
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Differential  Diagnosis. — 

1.  Pelvic  peritonitis  with  effusion. 

2.  Pelvic  cellulitis. 

3.  Fibroid;  fibroid  with  peritonitis  or  cellulitis; 
fibroid  with  twisted  pedicle. 

4.  Ovarian  tumour  behind  uterus ;  ovarian  with 
peritonitis  ;  ovarian  with  twisted  pedicle. 

5.  Retro-displacements  of  gravid  or  non-gravid  uterus. 

6.  HaBmato-salpinx. 

7.  Retained  menstrual  blood  in  atresia  of  vagina  or 
cervix,  or  in  horn  of  a  malformed  uterus. 

8.  Extra-uterine  pregnancy. 

Course  and  Results. — The  effusion  may  be  so 
great  that  death  results.  Haemorrhage  into  the  con- 
nective tissue  may  be  followed  by  rupture  into  the 
peritoneal  cavity.  At  first  the  blood  is  fluid ;  it  then 
organises  into  a  mass,  which  is  solid  or  containing  one 
or  more  cavities,  and  having  a  somewhat  elastic  feeling. 
Usually  the  intra-peritoneal  blood  gets  enclosed  in 
false  membrane  caused  by  peritonitis.  Absorption  and 
disappearance  may  follow,  though  often  only  after 
many  weeks,  or  suppuration  may  occur  and  the  pus 
may  burst  through  bladder,  bowel,  vagina,  or  into  the 
peritoneal  cavity. 

Treatment. — 

I. — IN  EARLY  STAGE. 

Rest  in  bed  ;  easily  digested  food,  chiefly  milk ;  ice- 
bags  to  abdomen ;  hypodermics  of  ergotine  ;  if  patient 
collapsed,  give  brandy  and  ether,  and  put  mustard- 
poultice  over  epigastrium.  If  certain  that  the  cause 
is  ruptured  extra-uterine  gestation,  perform  laparotomy, 
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tie  the  bleeding  points,  remove  the  gestation  sac  if 
possible,  or,  if  not,  remove  fetus,  and  stitch  the  sac 
into  abdominal  wound,  and  drain. 

II. — LATER. 

Best  in  bed  ;  ergot  by  mouth  ;  ice-bags  to  abdomen  ; 
nourishing,  easily  digested  food. 

III. — WHEN  SUPPURATION  OCCURS. 

Open  and  drain  through  the  vagina,  above  Poupart's 
ligament,  or  by  laparotomy. 

Other  Affections  of  the  Pelvic  Peritoneum  and 
Connective  Tissue. — 

Sivellings  found  in  Broad  Ligaments. — Inflam- 
matory and  blood  collections,  cysts,  fibroma,  fibro- 
myoma,  cancer,  sarcoma,  tubercle. 

Swellings  found  in  Round  Ligaments. — Inflamma- 
tory deposits,  fibroma,  fibro-myoma,  sarcoma,  hydrocele. 

HYDROCELE  OF  THE  ROUND  LIGAMENT. 

Fluid  in  the  canal  of  Nuck— a  tube  of  peritoneum 
extending  into  the  labium  majus ;  it  may  communicate 
with  peritoneal  cavity,  or  be  closed  at  internal  inguinal 
ring.  It  must  be  diagnosed  from  ovary  prolapsed  in 
inguinal  canal  and  from  inguinal  hernia. 

In  the  rest  of,  the  pelvic  connective  tissue,  fibroma, 
fibro-myoma,  and  sarcoma  may  occur ;  the  latter  being 
found  sometimes  in  the  recto-vaginal  septum. 

Echinococci  may  be  found  in  ovary  of  the  pelvic 
organs  or  tissues. 
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AFFECTIONS  OF  THE  FALLOPIAN 

TUBES. 


ABNORMALITIES. 

Excessive  length;  unequal  size;  accessory  fimbriated 
ostia  ;  absence  of  fimbria ;  imperfect  development ;  dis- 
placement; non-apposition  of  fimbriae  to  ovary. 

STRICTURE  AND   OCCLUSIONS  OF 
THE  TUBES. 

These  may  be  congenital ;  they  may  be  caused  by 
inflammation  or  tumours  in  the  tube,  or  outside  the 
tube,  peritonitis  being  an  important  cause.  The  stric- 
ture may  occur  at  the  outer,  middle,  or  inner  part ;  in 
the  latter,  it  may  be  caused  by  uterine  inflammation. 

Stricture  and  occlusion  are  of  importance  in  relation 
to  sterility  and  to  the  accumulation  of  fluid  in  the  tubes 
outside  the  obstruction. 
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INFLAMMATION   OF   THE  TUBES. 
(SALPINGITIS.) 

There  are  three  varieties — 

1.  Peri-salpingitis. 

2.  Meso-salpingitis. 

3.  Endo-salpingitis. 

Causes  of  Salpingitis. — Chill ;  excessive  coitus  ; 
excessive  exercise  during  menstruation;  typhus,  cholera, 
and  acute  exanthemata  ;  gonococcus ;  tubercle  bacillus  ; 
actinomyces  bovis ;  septic  germs ;  and  acute  inflamma- 
tion in  neighbouring  parts.  The  most  frequent  causes 
are  gonorrhoea  and  inflammation  following  abortion  or 
labour. 

Pathology. — 

I.  — PERI-SALPINGITIS. 

This  is  really  an  inflammation  of  the  peritoneum 
covering  the  tubes ;  it  may  be  part  of  a  wide-spread 
peritonitis  or  merely  local.  It  may  cause  bending, 
stricture  or  displacement  of  the  tube,  or  may  lead  to 
adhesions  with  other  structures ;  outer  end  may  become 
closed. 

II.  — MESO-SALPINGITIS. 

This  usually  occurs  more  or  less  with  peri-  or  endo- 
salpingitis;  a  small-celled  infiltration  occurs  among 
the  muscular  fibres,  the  wall  becoming  thicker  and 
harder. 
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III. — ENDOSALPINGITIS. 
In  one  form  is  found  marked  infiltration  of  the 
mucous  membrane  and  its  folds ;  increased  mucous 
secretion  is  produced,  often  abundant,  and  containing 
fatty  granular  cells,  and  shed  epithelial  cells,  some- 
times corpuscles.  The  tubes  become  thickened  and 
more  blood  or  less  tortuous;  later  on,  the  muscular 
wall  thins  and  the  tube  may  get  distended. 

In  another  form  the  small-celled  infiltration  is 
greater,  spreading  among  the  muscle  layers;  there  is 


Pig.  27.  —  (E&itzmann. ) 
Tubal  Catarrh,  with  Kosary  form  of  the  Tube  and 
Perisalpingitic  Adhesions. 

marked  congestion  of  the  vessels  and  ecchymoses;  the 
lining  epithelium  is  destroyed,  the  folds  appearing 
ragged;  adhesions  between  folds  may  cause  cavities 
in  wall  filled  with  mucus  or  pus ;  also  tube  may  get 
divided  into  compartments ;  outer  end  of  tube  usually 
gets  closed,  the  fimbriae  often  entering  the  lumen  of 
the  tube  and  growing  together. 
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HYDRO- SALPINX. 

Distension  of  the  tube  with  serous  fluid  poured 
forth  as  a  result  of  catarrh,  the  outer  and  inner  ends 
having  been  closed,  The  tube  becomes  elongated  and 
tortuous,  sausage-shaped  with  constrictions;  it  may 
reach  the  size  of  a  child's  head  ;  it  may  have  one  or 
more  cavities;  and  may  be  bi-lateral.  In  some  cases 
the  uterine  end  may  only  be  narrowed,  not  completely 
closed,  and  fluid  may  escape  into  uterus.  Rupture  into 
peritoneum  may  occur  without  causing  a  fatal  issue. 


PYO-SALPINX. 

Distension  of  the  tube  with  pus  caused  by  inflam- 
mation. There  may  be  one  or  more  large  dmsions 
of  the  lumen  with  smaller  collections  m  the  wall,  it 
may  be  produced  rapidly  by  acute  inflammation  or 
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slowly  by  chronic.  It  may  burst  into  peritoneum, 
setting  up  fatal  peritonitis,  or  into  bowel,  vagina, 


RECTUM 


Fig.  29.—  (Bland  Sutton.)      Large  Pyo-Salpinx. 

The  tube  communicates  with  an  abscess  in  the  ovary  (tubo-ovarian  abscess), 
and  each  communicates  with  the  rectum. 


abdominal  wall,  or  Uterus.  The  shape  of  the  tube 
is  the  same  as  in  hyclro-salpinx. 
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Symptoms.  —  Not  well  defined.  Pain  in  side 
affected,  occuring  at  first  occasionally,  and  afterwards, 
it  may  be,  constantly,  worse  at  menstruation  and  often 
on  coitus ;  menorrhagia,  often  metrorrhagia ;  sterility, 
when  inflammation  is  bad  and  bi-lateral ;  when  large 
and  adherent,  symptoms  of  pressure  on  bladder  or 
rectum  may  be  caused;  in  pyo-salpinx  small  drops 
of  pus  may  get  to  peritoneum  from  time  to  time, 
setting  up  localised  peritonitis.  Some  cases  of  hydro- 
salpinx may  last  for  years  and  cause  no  symptoms. 

Differential  Diagnosis  of  Hydro-Salpinx  and 
Pyo-Salpinx. — 

1.  Sub-peritoneal  fibroid  of  uterus. 

2.  Inflammatory  or  blood  exudation  in  broad 
ligament. 

3.  Broad  ligament  cysts. 

4.  Small  ovarian  tumours. 

5.  Tubal  or  cornual  pregnancy. 

6.  Retained  blood  in  malformed  uterus. 

Treatment. — 

I. — OF  SALPINGITIS. 

Hot  douche  ;  hot  hip-baths ;  blisters  in  iliac  regions ; 
potassium  iodide  and  bromide  inwardly;  removal  by 
laparotomy  in  bad  cases. 

II.— OF  HYDRO-SALPINX  AND  PYO-SALPINX. 

Remove  by  laparotomy;  if  swelling  cannot  be  re- 
moved, remove  contents,  thoroughly  wash  out  and 
stitch  to  abdominal  incision. 
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HEMORRHAGE   INTO  THE  TUBES. 

Small  haemorrhages  occur  in  cholera,  typhus,  small- 
pox, puerpera,  puerperal  diseases,  heart-disease,  and 
liver-disease,  but  are  of  no  practical  importance. 

Haemato-salpinx. — A  large  collection  of  blood  in 
the  tube  is  a  serious  condition.  It  may  result,  when 
one  or  both  ends  of  the  tube  are  closed,  from  marked 
congestion  of  the  mucous  membrane ;  chiefly  from  re- 
tained menstrual  blood  in  atresia  of  vagina,  or  cervix,  or 
in  malformed  uterus.  The  shape  of  a  hasmato-salpinx 
is  like  that  of  hyclro-salpinx.  The  blood  may  remain 
fluid  for  a  long  time.  As  it  increases  the  tube-wall 
thins;  adhesions  form  between  it  and  surrounding 
parts.  Rupture  may  occur  into  the  cellular  tissue, 
into  peritoneum,  or  into  any  structure  with  which 
adhesions  form. 


NEW  GROWTHS  OF  THE  TUBES. 

Fibroma,  fibro-myoma,  lipoma,  carcinoma,  tubercu- 
losis. Tuberculosis  may  occur  primarily;  or  along 
with  a  like  affection  of  the  other  genitals,  or  second- 
ary to  tubercle  elsewhere.  The  tube-wall  becomes 
thickened  with  infiltration,  the  tubercle  nodules  breaking- 
down  and  filling  the  tube  with  cheesy  matter.  Carcinoma 
is  rarely  primary  but  usually  secondary  to  cancer  of 
uterus,  ovary,  or  peritoneum. 
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Cysts  are  found  in  connection  with  the  tubes. 
Small  ones  occur  in  mucous  membrane  or  under  the 
peritoneal  covering.  The  so-called  tubo-ovarian  cysts 
are  of  two  kinds — those  resulting  from  adhesion  of 
outer  end  of  tube  to  ovary,  and  those  from  an  ovarian 
sac  of  peritoneum,  sometimes  found  in  women,  into 
which  the  tube  opens. 
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AFFECTIONS  OF  THE  OVARY. 


MALFORMATIONS. 

Absence  of  one  or  both  ;  partial  development ; 
supernumerary  ovaries. 

OVARITIS. 

(Oophoritis.) 

Inflammation  of  the  ovary  may  be  acute  or  chronic. 
I. — ACUTE  OVARITIS. 

1.  Follicular  or  Parenchymatous  Form. — Ovary 
slightly  enlarged  ;  Graafian  follicles  swell,  their 
contents  becoming  cloudy  or  purulent ;  the  cells 
of  membrana  granulosa  and  discus,  and  the  ovum 
becoming  degenerated,  the  zona  pellucida  getting 
thickened  and  folded ;  germinal  epithelium  on  surface 
may  break  down.    Thus  follicles  get  destroyed. 

2.  Interstitial  Form.  —  Vessels  are  congested; 
connective  tissue  becomes  infiltrated ;  small  ecchy- 
moses  may  occur  and  also  pus ;  follicles  in  affected 
part  may  be  attacked  and  destroyed  ;  afterwards  ovary 
may  become  shrunken. 
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II. — CHRONIC  OVARITIS. 

Ovary  usually  larger  than  normal ;  in  advanced 
cases  may  be  smaller.  Surface  irregular  and  hard ; 
stroma  cirrhotic ;  follicles  destro}'ed  or  filled  with 
turbid,  colloid,  or  bloody  fluid  ;  haemorrhages  in  the 
substance;  abscesses  may  form.  Usually  there  is 
peri-ovaritis  associated. 


Fig.  30.— (Poz&i.) 
Salpingo-Ovaritis  and  Small  Parovarian  Cyst. 

1  Parovarian  Cyst.    2  Thickened  Tube.   J  Ovary. 


Causes  of  Ovaritis. — ■ 

1.  Septic  infection  following  abortion;  premature 
labour ;  full-time  labour ;  the  use  of  dirty  instruments 
in  the  genital  tract. 

2.  Acute  fevers. 

3.  Arsenic  and  phosphorus  poisoning. 

4.  Chill  at  menstrual  period. 

5.  Peritonitis. 

6.  Gonorrhoea. 

7.  Latent  gonorrhoea  in  the  male. 
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Symptoms  and  Physical  Signs. — 

In  Acute  Ovaritis. — There  is  severe  pain  in  the 
region  affected,  which  may  radiate.  It  is  difficult, 
however,  to  distinguish  this  from  the  pain  due  to  the 
peritonitis  which  is  generally  present.  On  physical 
examination,  the  ovaries  are  found  extremely  painful  to 
the  touch,  and  enlarged. 

In  Chronic  Ovaritis  the  symptoms  are  variable. 
There  may  be  a  somewhat  sharp  or  dull  pain,  felt 
worse  after  coitus,  straining  at  stool,  or  hard  work  ; 
often  worse  at  the  onset  of  menstruation ;  menstrual 
discharge  often  increased,  sometimes  lessened. 

Of  great  importance  are  the  general  changes  so 
often  associated  with  chronic  ovaritis.  Patients  lose 
their  appetite,  sleep  badly,  get  run  down,  complain 
of  pains  in  various  parts  of  the  body.  Many  forms 
of  hysterical  manifestations  may  be  found. 

Course  of  the  Disease. — It  may  pass  entirely 
away;  may  remain  chronic,  adhesions  taking  place 
between  the  ovary  and  neighbouring  structures — e.g., 
tube,  broad  ligament,  uterus,  bowel,  pelvic  floor ;  several 
small  abscesses  may  form,  or  one  may  increase  and 
occupy  the  whole  ovary,  sometimes  bursting  into  the 
peritoneum,  bladder,  etc.  Sterility  often  follows 
double  ovaritis. 

Treatment. — 

In  acute  cases — blister  iliac  region  on  affected 
side,  and  use  the  hot  vaginal  douche;  move  bowels 
freely;  rest.  When  much  peritonitis  is  present  the 
treatment  is  that  of  peritonitis. 
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In  chronic  cases — blisters,  hot  douches,  hot  hip 
baths,  vaginal  glycerine  plugs ;  bromide  and  iodide  of 
potassium  internally.  Franzensbad  and  Kreuznach 
baths.  Sexual  rest  necessary ;  work  to  be  avoided  as 
much  as  possible.  Where  pain  or  metrorrhagia  cannot 
by  these  means  be  checked,  oophorectomy  can  be 
performed. 


HERNIA  OF  THE  OVARY. 

The  ovary  may  be  found  in  the  inguinal  canal,  in 
the  obdurator  foramen,  or  as  part  of  an  abdominal 
hernia.  It  may  be  single  or  double,  and  in  most  cases 
of  inguinal  hernia  is  congenital.  The  latter  may  be 
mistaken  for  a  hernia  of  bowel  or  omentum  or  for  a 
hydrocele  of  the  round  ligament.  The  ovary  is  usually 
adherent.  As  to  treatment  nothing  may  be  required  ; 
a  protecting  cap  may  be  worn  or  the  ovary  may  be 
removed  if  much  pain  is  caused.  Some  authors  think 
that  most  cases  of  so-called  congenital  hernia  are 
really  cases  of  undescended  testicle,  which  may  some- 
times be  found  in  women  with  well-formed  genitals. 


PROLAPSE   OF  THE  OVARY. 

1.  Behind  the  lower  part  of  the  broad  ligament. 

2.  In  the  pouch  of  Douglas. 

3.  In  the  utero-vesical  pouch. 

4.  In  the  depression  of  an  inverted  uterus. 
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Causes. — A  fall,  or  sudden  jump  or  jolt  may  cause 
the  condition.  Probably  most  cases  occur  during  the 
weeks  following  labour ;  during  pregnancy  the  ovaries 
are  enlarged  and  their  ligaments  become  softened  and 
stretched.  Retroversion  or  retroflexion  of  the  uterus 
drags  down  the  ovaries.  Inflammatory  adhesions  may 
on  contraction  drag  them  down.  An  enlarged  ovary 
tends  to  sink  downwards. 

Symptoms.  —  Pains  in  the  pelvis,  increased  on 
coitus  or  defaecation ;  a  dragging  sore  feeling ;  reflex 
nervous  phenomena. 

Treatment. — Blisters  to  iliac  regions;  hot  douches; 
glycerine  plugs ;  regular  opening  of  bowels.  If  uterus 
is  retroverted  replace  it  if  possible  and  put  in  an 
Albert  Smith  pessary ;  or  if  this  causes  pain  try  a  ring 
for  a  time.  Where  no  improvement  results,  especially 
in  cases  where  the  ovaries  are  bound  down  by  adhesions 
or  much  changed  by  inflammation,  the  question  of 
their  removal  by  abdominal  section  must  be  considered. 


OVARIAN  HYDROCELE. 

This  is  a  sac  of  thin  fluid  on  the  posterior  aspect  of 
broad  ligament.  Outer  end  of  Fallopian  tube  which  is 
elongated  and  dilated  opens  into  it.  Ovary  projects 
on  the  sac-floor  in  small  cysts,  but  in  large  ones  it  is 
spread  out  and  blended  with  sac-wall,  in  some  cases 
being  unrecognisable.  The  condition  is  due  to  the 
distension  of  a  fold  of  peritoneum  which  sometimes 
covers  the  ovary— the  so-called  ovarian  sac.    (This  sac 
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is  constantly  found  in  some  mammals  —  e.g.,  rats). 
Occasionally  a  hydrocele  empties  itself  from  time  to 
time  through  the  tube  and  uterus. 

TUBO-OVARIAN  CYSTS. 

The  ovary  is  changed  into  a  cyst  and  communicates 
with  a  distended  tube.  The  contents  may  become 
purulent. 

Treatment. — For  both  of  these  conditions  abdom- 
inal section. 


OVARIAN  TUMOURS. 
I.  CYSTOMA.— 

Modes  of  Origin. — 

1.  Distension  and  running  together  of  Graafian 
follicles.    Small  cysts  are  formed  in  this  way. 

2.  Degeneration  of  youngest  or  undeveloped 
Graafian  follicles.  Probably  most  of  the  ordinary 
multi-locular  cysts  arise  in  this  way. 

3.  Development  of  remains  of  the  Wolffian  bodies 
in  the  hilum  of  the  ovary.  The  so-called  "papillo- 
matous "  tumours  of  the  ovary  arise  in  this  way. 

4.  Malignant  disease. 

5.  Colloid  degeneration  of  ovarian  stroma. 

G.  Certain  cellular  tubes— which  are,  according  to 
some,  diseased  blood-vessels ;  and  according  to  others 
derived  from  the  germinal  epithelium. 
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Varieties  of  Ovarian  Cysts. — 

1.  Hydrops  folliculorum. 

2.  Ovarian  cysts. 

(a)  Ordinary  multi  -  locular  —  from  the 

parenchyma. 

(b)  Papillomatous — from  the  hilum. 

(c)  Combinations  of  these. 

3.  Dermoid  cysts. 

4.  Malignant  cysts. 

Hydrops  Folliculorum. 
There  may  be  one  or  more  (even  ten  to  twenty). 
They  are  usually  small,  rarely  becoming  as  large  as  a 
hen's  or  a  goose's  egg.  Contents  are  usually  thin  and 
serous.  When  a  cyst  projects  much  from  the  surface, 
its  wall  thins  greatly.  The  inner  surface  is  lined  with 
cylindrical  epithelium.  Ordinarily,  these  small  cysts 
have  no  clinical  significance.  Large  ones  may  require 
ovariotomy. 

Ordinary  Multi-locular  Ovarian  Cyst. 

1.  Pedicle. — This  is  made  up  of  broad  ligament, 
Fallopian  tube,  and  ovarian  ligament. 

2.  Cyst  Proper.  —  Usually  irregularly  rounded, 
varying  in  size.  The  smaller  the  tumour,  the  less  the 
individual  cysts  of  which  it  is  composed  differ  in  size ; 
the  larger  the  tumour  grows,  the  more  apt  is  one 
of  the  cysts  to  become  much  larger  than  the  others. 
Thus  small  tumours  are  more  resistant  than  large  ones, 
the  latter  being  more  elastic,  having  thinner  contents. 
Large  cysts  have  smaller  cysts  in  and  on  their  walls. 
Cysts  may  open  into  one  another. 

F 


6G 


GYNECOLOGY. 


Microscopic  appearance.  —  External  covering  con- 
sists of  cubical  or  low  cells — not  peritoneum,;  main 
part  of  wall  is  fibrous  tissue ;  inner  covering  consists 
of  columnar  or  cubical  epithelium  in  one  or  more 
layers. 

The  contents  of  the  cavities  vary  greatly— thin 
serous,  thick  ropy,  glairy,  gelatinous  or  colloid.  The 
walls  may  undergo  the  following  degenerative  changes, 
—viz.,  calcification,  fatty  and  atheromatous  degeneration. 
Sometimes  solid  projections  are  seen  on  inner  surface 
of  cavities  (not  papillary  vegetation)  ;  these  are  mostly 
thickenings  of  the  stroma,  myxomatous  or  fibro- 
sarcomatous  masses. 


Papillomatous  Cystoma. 

These  do  not  grow  so  large  as  the  ordinary  cysts. 
In  many  cases  they  are  bi-lateral  and  most  of  them 
grow  downwards  between  the  layers  of  the  broad 
ligaments.  The  number  of  cavities  is  small.  On  the 
inner  wall  are  found  papillary,  cauliflower-like  growths, 
which  may  break  through  secondary  cyst-walls  or  mam 
wall  of  tumour.  These  tumours  grow  slowly  and 
develop  pressure  symptoms  earlier  than  in  the  case 
of  ordinary  cysts,  on  account  of  their  broad  ligament 
development.  After  puncture  they  refill  quickly.  If 
the  papillary  growths  reach  the  peritoneum  they  will 
grow  there,  or  into  other  organs. 

Usually  a  bit  of  the  ovary  is  found  on  the  outer 
wall  of  the  tumour  ;  there  is  more  or  less  of  a  peritoneal 
covering  depending  on  the  extent  of  broad  ligament 
invaded. 
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The  main  part  of  wall  is  fibrous;  the  inner  wall 
being  lined  with  cubical  or  cylindrical  cells  more  or 
less  ciliated.    The  fluid  contents  are  rarely  colloid. 


Fig.  31. — (Doran.)    Buoad  Ligament. 
Papillomatous  Oyst  growing  from  Hilum  of  Ovary. 
Cyst  is  opened  into. 


Dermoid  Cysts. 

These  are  developmental  in  origin  and  contain  more 
or  less  of  the  constituents  of  the  integument.  They 
are  always  simple,  never  proliferating  cysts ;  but  one 
ovary  may  contain  two  or  three  dermoids.  Both  sides 
may  be  affected. 

The  inner  surface  has  in  parts  the  structure  of 
skin,  hairs,  sebaceous  glands  —  sweat  glands  even 
being  found.  In  the  wall  may  be  found  teeth,  bones, 
nerves,  and  muscle. 
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The  cyst  usually  contains  a  thick  oily  fluid  with 
thrown-off  cells  and  hairs ;  it  hardens  on  exposure  to 
the  air. 

Dermoids  are  the  most  frequent  ovarian  tumour  met 
with  before  puberty. 

Malignant  Cysts. 

These  are  cystic  tumours  in  which  malignant  disease 
has  occurred.  It  is  especially  apt  to  occur  in  connection 
with  the  papillomatous  cysts. 

Ovarian  Fluid.  —  It  varies  greatly  in  consistence, 
being  thin  and'watery,  serous,  viscid  and  ropy,  gelatinous 
or  colloid.  The  colour  also  varies  much.  The  specific 
gravity  averages  in  the  ordinary  cyst  1010  to  1030. 
It  does  not  coagulate— unless  much  blood  has  got  m. 
Oil  globules,  cholesterin,  epithelial  cells,  blood  corpuscles, 
and  granular  cell-debris  are  found  in  the  fluid. 


II.  SOLID  TUMOURS. 

Non-malignant  tumours— e.g.,  fibroma,  fibro-myoma 
are  rare.  Tuberculosis  is  found  as  part  of  a  wide- 
spread infection. 

Malignant  tumours— e.g.,  carcinoma  and  sarcoma- 
may  occur  primarily  in  the  ovary. 

Whether  solid  or  occurring  in  a  cyst,  a  constant 
result  is  the  occurrence  of  ascites,  usually  blood-tinged, 
and  containing  characteristic  cell  groups. 
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PAROVARIAN  CYSTS. 

These  result  from  dilatation  of  tubes  of  the  paro- 
varium. Several  small  ones  may  be  found,  or  only  one 
may  develop  to  a  large  size.  A  typical  parovarian 
cyst  is  to  be  distinguished  from  an  ovarian  cyst  by  the 
following  characteristics :  its  wall  is  thin  and  lined 
by  ciliated  columnar  or  cubical  epithelium,  papillary 
formations  absent,  contents  thin  and  colourless  Avith 
specific  gravity  of  1002  to  1008,  surface  covered  with 
peritoneum  which  strips  off  easily,  the  ovary  is  intact 
and  often  in  contact  with  the  cyst ;  the  tumour  is 
usually  not  pedunculated,  though  from  its  bulging  it 
may  sometimes  appear  to  have  a  pedicle. 

As  it  grows  it  may  pass  beneath  the  pouch  of 
Douglas  to  rectum,  caecum,  or  colon,  and  into  the 
broad  ligament  of  the  opposite  side.  The  Fallopian 
tube  is  usually  elongated  and  closely  applied  to  the 
cyst.  These  cysts  grow  very  slowly  and  may  remain 
stationary  for  years.  They  tend  to  rupture  spon- 
taneously without  leading  to  trouble. 


OTHER  BROAD  LIGAMENT  CYSTS. 

These  are  mostly  derived  from  relics  of  the  Wolffian 
body  other  than  the  parovarium ;  when  developing 
near  the  hilum  of  the  ovary  they  are  very  apt  to  be 
papillomatous.  Unoblitcrated  portions  of  Gartner's 
canal,  even  in  the  uterine  wall,  may  give  rise  to 
these  cysts. 


70 


GYNECOLOGY. 


The  small  cysts  known  as  hydatids  of  Morgagni 
are  unimportant.  Cysts  in  the  broad  ligament  may 
also  be  caused  by  blood  or  inflammatory  effusions. 

Symptoms  caused  by  Ovarian  Tumours.  —  The 
majority  grow  insidiously,  even  to  a  large  size,  causing  no 
symptoms ;  often  they  are  only  discovered  accidentally. 
Sometimes,  however,  symptoms  are  produced,  the 
earliest  being  vesical  tenesmus,  constipation  or  painful 
defalcation.  In  some  cases  pain  in  the  pelvis, 
abdomen,  or  back  may  be  complained  of;  in  others, 
syncope.  Menstruation  may  be  disturbed,  though 
usually  not  to  any  marked  degree.  Patient  does  not 
feel  ill,  as  a  rule,  until  tumour  is  very  large,  interfering 
with  digestion ;  then  she  cannot  take  food  well,  has 
dyspepsia,  grows  weak  and  loses  strength.  (Edema 
of  legs,  vulva,  and  abdominal  wall  may  develop. 
Peritonitis  or  intra -cystic  inflammation  may  occur. 
Death  occurs  gradually  from  exhaustion. 

Sometimes,  when  the  tumour  is  small,  difficulty  in 
micturition  or  defalcation  may  be  brought  about ;  the 
tumour  may  become  incarcerated  in  pelvis,  but  may 
rise  up  into  abdomen.  The  symptoms  may  be  divided 
into  four  groups  : — 

1.  Those  produced  by  the  Ovarian  Disease  per  se.— 
These  mainly  refer  to  menstruation.  As  a  rule 
menstruation  is  not  interfered  with  by  an  ovarian  cyst, 
though  all  forms  of  disturbance  may  be  met  with. 
Dysmenorrhea  is  very  rare.  Early  menorrhagia  is 
more  common;  in  double  broad  ligament  tumours 
this  as  well  as  metrorrhagia  may  be  marked  from 
interference  by  pressure  with  vessels  in  the  ligaments, 
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Amenorrhoea  is  often  found,  but  is  mostly  clue  to  poor- 
ness of  health  ;  it  may  be  due  to  pregnancy.  Sterility 
may  result  from  ovarian  tumour,  though  pregnancy 
may  occur  with  a  large  tumour  or  even  with  bilateral 
tumours.  It  must  be  remembered  that  ovarian  tumours 
may  be  accompanied  with  mammary  enlargement  and 
pigmentation  and  even  the  secretion  of  milk. 

2.  Those  produced  by  pressure  of  the  Tumour. — 
Small  incarcerated  tumours  produce  vesical  tenesmus 
and  difficulty  in  defecation.  Large  abdominal  tumours 
may,  also,  by  traction  on  the  bladder  produced  tenes- 
mus. The  dull  dragging  pains  complained  of  with 
large  tumours  are  due  to  pressure  and  traction  on  the 
abdominal  wall  and  viscera.  As  the  tumour  grows  up 
the  stomach  may  be  interfered  with  and  also  the  lungs. 
The  renal  veins  may  be  sometimes  compressed.  The 
uterus  may  be  directly  pressed  upon  or  may  be  inter- 
fered with  by  the  upward  traction  of  the  bladder 
caused  by  the  tumour. 

Haemorrhoids,  varix,  and  oedema  of  the  lower  limbs 
as  a  result  of  compression  of  the  large  abdominal  veins 
are  rather  rare.  Ascites  is  rare  except  in  malignant 
cases.    Umbilical  hernia  may  be  caused. 

3.  Symptoms  due  to  Complicating  Diseases. — Peri- 
tonitis is  common.  Intestinal  irritation  and  diarrhoea 
are  sometimes  caused.  Intestinal  obstruction  may  be 
caused. 

4.  General  Symptoms.  —  General  condition  is 
usually  good  until  advanced  stages,  when  tumour 
presses  greatly  on  stomach  and  intestines.  Maras- 
mus gradually  develops. 
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Diagnosis  of  Ovarian  and  Broad  Ligament  Cysts. 

I.  Ovarian  Cysts. 
(a)  When  the  tumour  is  entirely  within  the  pelvis. 

I.  LATERAL  TO  THE  UTERUS. 

Physical  Signs. — Bi-manually  a  firm,  rounded,  elastic 
mass  is  felt  at  the  side  of  the  uterus,  moveable  unless 
incarcerated  or  bound  by  adhesions.  The  uterus  is 
displaced  towards  the  opposite  side  and  can  be  moved 
apart  from  the  tumour  unless  adherent  to  it.  Some- 
times a  feeling  of  fluctuation  can  be  got. 

They  must  be  diagnosed  from  : — 

1.  Cellulitic  deposits. 

2.  Encysted  peritonitic  effusions. 

3.  Broad  ligament  cysts. 

4.  Hydrosalpinx,  Pyosalpinx. 

5.  Fallopian-tube  gestation. 

6.  Fibroid  and  fibro-cystic  tumours  of  uterus. 

7.  Hematoma,  hematocele. 

8.  Solid  ovarian  tumours. 

II.  POSTERIOR  TO  THE  UTERUS. 

Physical  Signs. — Bi-manually,  the  rounded  elastic 
mass  is  felt,  displacing  the  uterus  to  the  front;  if  not 
incarcerated,  the  cyst  may  be  pushed  up. 
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They  must  be  diagnosed  from : — 

1.  Encysted  peritonitic  effusions. 

2.  Hematocele  and  hasmatoma. 

3.  Fibroid  and  fibro-cystic  tumours  of  uterus. 

4.  Extra-uterine  pregnancy. 

5.  Retroverted  gravid  uterus. 

6.  Broad  ligament  cysts. 

(b)  When  the  Tumour  is  Large,  Pediculated,  and 
Abdominal. 

Physical  Signs.  —  Distension  of  abdomen,  often 
especially  on  one  side,  though  it  may  be  uniform. 
Superficial  abdominal  veins  may  be  dilated ;  lineaB 
albicantes  often  present.  Distance  from  anterior 
superior  iliac  spine  to  umbilicus  usually  greater  on 
the  side  on  which  the  tumour  is  situated.  On  pal- 
pation, the  rounded  tense  mass  is  felt.  Fluctuation 
generally  distinctly  obtained.  Besides  the  main  cyst, 
smaller  ones  may  be  felt.  There  are  no  variations  in 
the  consistence  of  the  tumour  wall. 

On  percussion  in  the  dorsal  position,  there  is  dulness 
over  the  tumour  and  resonance  in  the  flanks,  unless 
there  be  ascites  as  well,  or  faeces  in  the  colon;  the 
percussion  is  the  same  when  the  patient  is  turned  on 
her  side,  unless  the  tumour  is  very  moveable.  On 
auscultation  no  bruit  is  heard  as  over  a  fibroid  or  a 
pregnant  uterus.  If  there  be  peritonitis  over  the 
tumour,  friction  may  be  heard.  On  vaginal  examina- 
tion the  uterus  is  found  displaced  bo  one  side  or  to  the 
front,  rarely  to  the  back,  and  not  necessarily  enlarged. 
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The  rounded  mass  can  be  felt  bi-manually.  It  is 
impossible  to  push  the  outer  hand  down  into  the  pelvis 
below  the  tumour.  To  find  out  the  side  from  which  the 
tumour  is  growing,  grasp  the  cervix  with  a  volsella,  and 
pass  a  finger  in  the  rectum ;  while  an  assistant  pulls 
up  the  tumour  from  the  outside,  draw  clown  the  cervix, 
and  with  the  rectal  finger  feel  the  tense  pedicle ;  also, 
the  unaffected  ovary  may  be  felt  on  its  own  side. 

These  large  tumours  must  be  diagnosed  from  :— 

1.  Pregnancy,  hydramnios. 

2.  Fibroid  and   fibro-cystic  tumours   of  the 

uterus. 

3.  Ascites,  encysted  peritoneal  effusion. 

4.  Cysts  of  the  broad  ligament. 

5.  Thickened  omentum  adherent  to  intestines. 

6.  Omental  tumours. 

7.  Renal  and  splenic  tumours. 

8.  Hydatid  of  liver. 

9.  Pseudocyesis,  tympanites. 

10.  Distended  bladder. 

11.  Hematoma,  heematocele. 


III.  WHEN  THERE  IS  A  TUMOUR  ON  EACH  SIDE. 

This  condition  can  only  be  accurately  diagnosed  if 
the  tumours  are  not  larger  than  a  man's  head  and  not 
close  together,  or  if  there  is  much  disproportion  m  then- 
sizes  In  large  tumours,  a  groove  felt  between  them 
cannot  be  distinguished  from  a  sulcus  between  two 
parts  of  a  single  large  cyst.  If  the  cysts  be  not  too 
farge,  independent  movement  of  them  may  be  obtained. 
Usually  one  is  much  smaller  than  the  other. 
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IV.  EXTKA-PERITONEAL  CYSTS. 

1.  Small. — These  give  rise  to  no  symptoms  ;  they 
may  be  made  out  on  bi-nianual  examination ;  the 
uterus  may  be  pushed  somewhat  to  the  opposite  side. 

2.  Large. — Usually  there  are  no  marked  symptoms ; 
owing  to  the  extra-peritoneal  extension  of  these  tumours, 
uterus,  bladder,  or  large  intestine  may  be  pushed  aside. 
Thus  the  uterus  is  often  raised  high,  or  the  tumour  has 
a  tympanitic  note  over  it ;  the  tumour  may  be  felt  low 
down  beneath  the  pouch  of  Douglas. 

Large  parovarium  cysts  have  thin  flaccid  walls,  the 
fluctuation  wave  being  easily  obtained;  they  change 
their  shape  on  change  of  position. 


Adhesions. — These  are  caused  by  localised  peri- 
tonitis. They  often  result  from  the  tapping  of  cysts, 
as  well  as  from  torsion.  They  may  sometimes  be  felt  on 
pelvic  or  bi-manual  examination.  Patient  may  feel 
pain  where  they  are  situated  ;  friction  may  be  felt  and 
heard.  Abdominal  wall  may  be  fixed  to  the  tumour. 
The  tumour  may  also  be  adherent  to  the  omentum, 
intestines,  and  pelvic  organs,  though  the  extent  of  the 
adhesions  can  never  be  made  out  by  examination. 


Torsion  of  the  Pedicle.— In  torsion,  the  pedicle 
twists  either  to  the  right  or  left;  from  half-a-turn 
to  six  turns  have  been  found.  The  causes  are  not 
definitely  known  ;  the  following  are  mentioned  :— 
Growth  of  pregnant  uterus;  emptying  of  pregnant 
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uterus;  sudden  changes  in  abdominal  pressure— e.g., 
in  lifting ;  movement  during  a  physical  examination ; 
unequal  growth  of  the  tumour.  Predisposing  factors 
are  a  long  pedicle  and  ascites.  Dermoids  are  especially 
prone  to  torsion. 

Results  of  Torsion.— (Edema  of  the  pedicle  and 
cyst-wall ;  haemorrhage  in  cyst  wall  and  cavities,  very 
abundant  in  some  cases ;  peritonitis,  causing  adhesions 
to  adjacent  structures ;  often  gangrene  of  the  cyst. 

After  a  while  thrombosis  of  the  veins  occurs,  and 
pedicle  gets  brittle,  and  may  become  divided.  Retro- 
gressive changes  may  be  set  up  in  tumour — e.g.,  fatty 
degeneration  and  calcification,  and  cause  it  to  shrink, 
though  it  is  rare  to  find  a  permanent  shrinking.  More 
usually  a  new  blood-supply  is  set  up  through  the 
adhesions. 

The  intestine  may  be  occluded  by  the  torsion. 
Torsion  is  a  very  serious  complication.  The  patient 
may  die  from  intra-cystic  hasmorrhage,  shock,  ^  acute 
peritonitis,  'gangrene  of  the  tumour,  suppuration,  or 
pulmonary  embolism. 

Symptoms.— These  depend  upon  the  acuteness  and 
extent  of  the  attack.  In  a  well-marked  case  there 
is  severe  pain  in  the  abdomen,  and  shock;  if  the 
hemorrhage  be  marked  there  is  also  pallor,  faintness, 
giddiness,  and  rapidity  of  pulse. 

If  the  patient  survive  the  acute  attack,  she  often 
suffers  from  ill-health,  constant  pain,  ascites,  and  has 
a  sallow  cachectic  look. 
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Rupture  of  Ovarian  Cysts. — The  causes  of  this 
are  various.  The  wall  may  grow  very  thin  in  one  or 
more  places  and  burst ;  haemorrhage  may  lead  to  it ; 
thrombosis  followed  by  fatty  degeneration  and  gangrene; 
suppuration  of  cyst  contents,  sometimes ;  in  papillom- 
atous cysts  the  papillary  excrescences  may  perforate  the 
wall ;  blows,  falls,  or  injury  during  labour  may  cause  it. 
The  results  of  rupture  into  the  peritoneal  cavity  vary. 
In  the  least  dangerous  unilocular  cysts,  the  clear  serous 
fluid  is  absorbed ;  rarely  is  rupture  of  these  dangerous. 

The  contents  of  colloid  tumours,  if  not  mixed  with 
blood  or  pus,  or  the  contents  of  a  dermoid,  may  not 
cause  peritonitis,  but  may  remain  unabsorbed  for  a  con- 
siderable time.  After  rupture  the  tumour  is  smaller, 
and  free  fluid  may  be  found  in  the  abdomen.  When 
papillomatous  tumours  rupture,  metastatic  tumours 
grow  on  the  peritoneum. 

Rupture  may  occur  into  the  intestines,  into  the 
tubes,  bladder,  or  through  the  abdominal  wall. 

Symptoms. — When  innocuous  fluids  escape  into  the 
peritoneal  cavity,  no  marked  symptoms  occur,  and  the 
occurrence  may  escape  notice. 

When  dangerous  fluids  escape  there  is  collapse, 
shock,  and  severe  peritonitis,  which  may  be  fatal. 

In  many  cases  profuse  diuresis  and  diaphoresis  take 
place. 

Co  -  existence  of  Pregnancy  and  Ovarian 
Tumours. — It  must  be  remembered  that  any  form 
of  ovarian  tumour  on  one  or  both  sides  may  be 
found  along  with  pregnancy. 
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Operations  for  the  removal  of  Tubes  and 
Ovaries,  healthy  and  diseased,  and  also 
of  Broad  Ligament  Cysts. 

As  all  of  these  operations  involve  opening  the 
abdomen,  it  is  necessary  to  describe  first  of  all  the 
method  of  procedure  in  all  cases  of  abdominal  section, 
and  afterwards  the  variations  depending  upon  the 
nature  of  the  case. 

1.  Preliminaries. — Except  in  emergency  cases  the 
patient  should  be  kept  under  strict  observation  for  some 
days  before  operation.  She  should  be  kept  quiet,  and 
her  strength  well  sustained ;  her  diet  should  be  simple 
and  nourishing ;  her  bowels  should  be  regularly  opened ; 
the  state  of  the  heart,  kidneys,  etc.,  should  be  carefully 
investigated.  A  dose  of  opening  medicine  should  be 
given  the  evening  before  the  operation,  and  on  the 
morning  of  the  operation  the  rectum  should  be  emptied 
by  an  enema.  No  solid  food  is  to  be  taken  the  night 
before  the  operation,  and  in  the  morning  no  food 
whatever  is  to  be  taken  (provided  of  course  that  the 
operation  is  done  in  the  forenoon).  The  patient  should 
take  a  bath  the  evening  before  the  operation. 

The  operating  room  should  be  light,  warm,  and  airy, 
and  should  be  thoroughly  disinfected  beforehand. 

The  instruments,  sponges,  and  dressings,  rendered 
thoroughly  aseptic,  are  carefully  arranged  ;  the  sponges, 
large  and  small,  as  well  as  the  forceps,  should  be  counted 
before  the  operation.  The  operator  and  all  who  in  any 
way  assist  him,  arc  to  thoroughly  wash  and  disinfect 
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their  hands  arid  fore-arms.  The  patient's  abdomen 
should  be  carefully  washed  with  turpentine  and  cor- 
rosive sublimate  solution,  the  pubic  hairs  having  been 
shaved;  the  umbilicus  should  be  cleaned  out  with 
ether.  The  patient's  bladder  having  been  emptied, 
she  is  placed  on  the  table  in  the  dorsal  position,  her 
legs  and  chest  warmly  covered,  hot  water  bottles  being 
placed  at  her  sides  and  feet.  The  arms  are  tied  to  the 
table,  and  the  legs  kept  in  position  by  a  broad  binder 
passed  around  the  knees.  Pieces  of  Macintosh  are  then 
placed  over  the  patient,  save  where  the  abdomen  is 
exposed,  and  on  these  are  placed  towels  wrung  out  of 
a  hot  antiseptic  solution. 

The  patient  is  anaesthetized. 

2.  The  Opeeation.  —  The  following  are  the 
stages  : — 

(1)  The  abdominal  incision. 

This  is  made  in  the  middle  line,  starting  one  inch 
above  the  symphysis;  the  length  varies  according  to 
the  necessity  of  the  case ;  usually  it  is  about  four  inches. 
It  passes  through  skin,  fat,  linea  alba,  extra-peritoneal 
fat  and  peritoneum ;  before  cutting  through  the  latter 
the  operator  and  his  assistant  raise  it  with  two  pairs 
of  forceps,  the  incision  being  carefully  made  between 
them.  Bleeding  points  are  caught  before  the  peri- 
toneum is  opened.  A  finger  is  now  passed  into  the 
abdomen,  the  viscera  pushed  aside  and  the  peritoneum 
is  cut  with  scissors  to  the  full  extent  of  the  skin  cut. 
The  whole  hand  or  two  fingers  now  explore  the  pelvic, 
cavity. 
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(2)  Removal  Stage. 
(a)  Uterine  appendages  (Tubes  and  Ovaries). 

Where  these  are  healthy,  their  removal  is  very- 
simple.  They  are  brought  up  into  the  wound,  and  a 
strong  silk  ligature  carried  through  the  broad  ligament 
below  the  ovary  by  means  of  a  pedicle  needle;  the 
needle  is  withdrawn,  the  ligature  being  left  doubled 
in  the  ligament,  the  loop  being  on  one  side  and  the 
free  ends  on  the  other.  The  loop  is  pulled  further 
through  and  passed  over  the  tube  and  ovary  ;  one  of 
the  free  ends  of  the  ligature  is  passed  through  the  loop 
and  then  both  ends  are  pulled  upon,  so  that  the  tissues 
within  the  loop  become  firmly  constricted.  The  two 
ends  are  then  tied  firmly  (Staffordshire  knot).  With 
two  pairs  of  Pean's  forceps  the  tissues  are  grasped 
half-an-inch  from  the  ligature  on  the  distal  side;  the 
appendages  are  then  cut  off  close  to  the  forceps.  The 
stump  is  then  carefully  sponged  ;  if  it  does  not  bleed, 
the  free  ends  of  the  ligature  are  cut  away  and  then 
the  forceps  removed. 

In  the  same  manner  may  be  removed  inflamed 
ovaries  and  tubes,  small  ovarian  tumours,  tubes  dis- 
tended with  pus  or  blood,  and  unruptured  early  tubal 
gestations. 

When  there  are  adhesions,  they  must  be  divided 
before  the  appendages  can  be  raised  high  enough  for 
the  passage  of  a  ligature  ;  if  they  are  recent  and  soft, 
the  finger  may  easily  divide  them ;  if  old  and  tough, 
it  may  be  necessary  to  cut  them,  having  previously 
ligatured  them  in  two  places.  Where  there  is  much 
trouble  with  adhesions,  it  is  better  to  enlarge  the 
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abdominal  incision,  drawing  the  bowels  out  and  wrap- 
ping them  in  warm  towels,  so  as  to  allow  the  light  to 
be  directed  into  the  pelvic  cavity  with  a  hand  mirror; 
in  this  way  the  operator  can  see  what  he  is  doing,  and 
rims  less  risk  of  damaging  important  structures. 

Sometimes  it  is  impossible  to  free  all  the  adhesions, 
and  part  of  the  appendages  may  require  to  be  left 
behind. 

Where  the  Staffordshire  knot  cannot  easily  be 
employed,  it  is  better  to  use  two  or  three  separate 
ligatures  which  interlace. 

When  removing  distended  tubes,  they  should  not  be 
opened  if  possible ;  if,  however,  they  are  too  large  to 
allow  of  the  easy  application  of  ligatures,  they  may  be 
carefully  aspirated  before  being  drawn  up,  care  being 
taken  that  no  fluid  runs  into  the  abdomen. 

(b)  Ovarian  cysts. 

When  the  cyst  wall  has  been  examined  with  the 
exploring  hand,  its  contents  must  be  removed.  This 
may  be  done  with  simple  puncture  by  means  of  a  knife, 
the  fluid  being  caught  in  a  pan  or  with  a  large  Wells' 
trocar.  The  fluid,  if  glairy  or  colloid,  may  not  flow  out, 
but  may  be  required  to  be  squeezed  or  scooped  out. 
All  through  this  stage  an  assistant  keeps  up  steady 
pressure  on  each  side  of  the  belly. 

When  enough  of  the  cyst  contents  has  been  removed 
the  opening  in  the  cyst  wall  should  be  closed  with  long 
forceps,  and  the  cyst  gradually  drawn  with  Nekton's  or 
any  strong  forceps  through  the  abdominal  incision,  the 
assistant  keeping  up  all  the  time  the  lateral  pressure. 
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The  withdrawal  of  the  cyst  may  be  hindered  by 
adhesions  to  various  organs  and  viscera.  They  must 
be  divided  as  they  are  met  with.  Soft  or  recent  ones 
are  best  divided  through  rubbing  them  with  a  dry 
sponge;  dense  or  firm  ones  should  be  ligatured  and 
then  cut  through. 

When  the  cyst  is  entirely  outside  the  abdomen  the 
pedicle  remains  to  be  secured.  This  may  be  done  with 
the  Staffordshire  knot,  or  with  two  or  three  interlacing 
ligatures  in  the  manner  already  described.  The  tumour 
is  then  cut  away. 

(c)  Solid  ovarian  tumours. 

These  are  removed  in  a  manner  similar  to  that 
described  for  the  removal  of  the  appendages. 

(d)  Cysts  partially  or  entirely  extra-peritoneal. 
Here  the  tumour  must  be  aspirated,  its  peritoneal 

covering  incised  so  as  to  allow  the  tumour  to  be 
enucleated  and  gradually  pulled  out.  There  may  be 
profuse  bleeding,  which  must  be  checked  with  forceps 
and  ligatures.  When  the  tumour  is  removed  the  raw 
extra-peritoneal  surface  may  be  completely  closed  by 

means  of  sutures. 

Care  must  be  taken,  in  the  enucleation,  not  to  injure 
the  ureter  or  rectum,  and  not  to  leave  bits  of  the  tumour 
behind. 

(3)  Peritoneal  toilette. 
The  peritoneum  must  be  made  as  dry  and  clean  as 
possible.    In  cases  where  the  parts  are  removed  without 
anything  getting  into  the  peritoneal  cavity,  nothing- 
requires  to  be  done.     In  complicated  cases,  however, 
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where  blood  or  other  fluid  has  escaped,  the  abdomen 
should  be  thoroughly  washed  out  with  warm  boiled  water, 
and  then  thoroughly  dried  by  means  of  sponges.  When 
oozing  of  blood  into  the  peritoneum  is  to  be  expected 
after  the  operation,  the  cavity  should  be  drained  for 
eight  to  twenty-four  hours  by  means  of  a  perforated 
glass  tube  which  passes  through  the  lower  part  of  the 
abdominal  incision  into  the  pelvis. 

(4)  Closure  of  the  wound. 

This  is  done  by  a  series  of  transverse  ligatures 
(French  Silk  No.  8),  half-an-inch  from  one  another, 
passing  from  skin,  right  through  the  peritoneum ;  the 
bowels  are  protected  from  injury  by  the  needles'  and 
blood  prevented  from  getting  into  the  abdomen  by 
means  of  a  large  flat  sponge  placed  over  the  bowels 
behind  the  abdominal  incision,  before  the  ligatures  are 
applied.    After  the  deep  sutures  are  in  position,  the 
sponge  is  removed  and  the  sides  of  the  abdominal 
wound  approximated,  the  ligatures  being  drawn  tight. 
(At  this  stage  the  sponges  and  instruments  should  be 
counted  by  the  one  in  charge  of  them.)    The  ligatures 
are  now  tied.     If  the  edges  of  the  wound  gape  at  all 
they  may  be  closed  by  superficial  sutures  of  catgut  or 
horse  hair.    The  ligatures  are  then  cut  away  about  an 
inch  from  the  skin. 

When  a  drainage-tube  is  left  in  the  wound  all  the 
ligatures  are  firmly  tied  save  one  next  it,  which  is  left 
intact  after  the  others  have  been  cut  away  beyond  the 
knots;  its  ends  are  grasped  by  a  pair  of  Pean's  forceps 
and  left  on  the  abdomen  to  be  tied  up  firmly  after  the 
removal  of  the  tube. 
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(5)  Dressing  of  the  wound. 
Wipe  away  all  blood,  dust  with  iodoform,  and  cover 
with  antiseptic  wool.  The  dressing  is  kept  in  position 
by  means  of  an  abdominal  binder.  If  the  case  goes  on 
well  the  dressing  is  not  changed  until  the  stitches  are 
removed  from  the  abdominal  wall  on  the  eighth  day. 
If  there  is  drainage  it  must  be  changed  according  to 
the  amount  of  discharge. 

(6)  After-Treatment.— The  patient  is  kept  in  a 
quiet  room  under  the  care  of  special  day  and  night 
nurses.  During  the  first  twenty-four  or  thirty-six  hours, 
no  food  is  to  be  given  by  the  mouth.    If  the  patient  be 
thirsty  it  is  best  simply  to  moisten  the  mouth,  though 
some  operators  allow  patients  to  sip  hot  water  freely. 
If  the  patient  has  nausea  her  head  should  be  lowered, 
a  mustard  application  placed  over  the  stomach,  and  as 
little  fluid  as  possible  taken  into  the  stomach;  cold 
black  coffee  is  often  best  retained.    For  colic  or  flatus 
a  rectal  tube  may  be  used;  also,  an  enema  of  warm 
water  or  one  containing  some  turpentine.    If  sickness 
persists  for  two  or  three  days,  calomel  may  be  given 
or  Epsom  salts  in  order  to  get  the  bowels  freely  open 
Some  recommend  morphine  hypodermically  for  bad 
vomiting.    After  the  sickness  is  past  the  patient  may 
be  given  milk,  potash  water,  beef-tea,  chicken-tea,  beef- 
jelly,  and  chicken-jelly. 

Collapse  must  be  treated  by  keeping  the  patient 
warm,  lowering  the  head,  giving  brandy  and  beef-tea 
enemata,  and  ether  or  brandy  hypodermically  if 
necessary. 
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Secondary  hemorrhage  may  take  place  from  adhe- 
sions or  from  the  pedicle,  and  must  be  treated  by  the 
re-opening  of  the  abdomen  and  the  re-application  of 
ligatures.    Transfusion  of  blood  may  be  necessary. 

Elevation  of  temperature  is  to  be  checked  by  the 
application  of  ice-bags  to  the  head  and  abdomen,  by 
cpiinine,  salicylate  of  sodium  or  antipyrin  given  with 
caution  It  is  very  important  first  of  all  to  make  out- 
the  cause  of  the  pyrexia. 

Septicemia  due  to  septic  peritonitis  must  be  treat- 
ed by  giving  the  patient  the  most  nourishing  food  and 
plenty  of  stimulants ;  the  abdomen  should  be  washed 
out  with  weak  antiseptic  lotion  and  drained. 

On  the  eighth  or  ninth  day  the  abdominal  wound 
stitches  are  removed,  the  surface  of  the  skin  washed  in 
antiseptic  lotion  and  covered  with  a  strip  of  antiseptic 
absorbent  dressing,  being  kept  in  position  by  four  or 
five  strips  of  adhesive  plaster  applied  to  the  abdomen 
transversely. 

Should  there  be  any  suppuration  in  the  stitch- 
tracks,  the  wound  must  be  dressed  daily;  it  may  be 
necessary  to  enlarge  some  of  the  stitch-holes  in  order 
to  allow  free  escape  of  pus. 


SG 


G\  NECOLOGT. 


AFFECTIONS  OF  THE  UTERUS. 


MALFORMATIONS. 

1.  Complete  absence  of  the  Uterus. 

2.  Rudimentary  Uterus. — In  this  form  the  uterus 
is  only  a  small  band  of  connective  tissue  and  muscle  on 
the  posterior  wall  of  the  bladder. 

3.  Uterus  Bipartitus. — In  this  form  there  is  a 
rudimentary  cervix  with  which  are  connected  the  two 
cornua,  either  solid  or  hollow. 

4.  Uterus  Unicornis.— In  this  form  only  one 
cornu  is  developed;  it  slopes  from  the  cervix  upwards 
and  to  one  side.  The  other  cornu  is  either  absent 
or  rudimentary. 

5.  Uterus  Diadelphys.  —  In  this  form  the  two 
halves  of  the  uterus  remain  separate;  the  vagina 
may  be  absent,  single  or  double. 

6.  Uterus  Bicornis.—  In  this  form  the  uterus  is 
divided  into  its  two  cornua.  There  are  many  vari- 
ations in  shape,  according  to  the  amount  of  fusion, 
from  a  slight  depression  at  the  fundus  to  a  well- 
marked  division.  The  amount  of  external  division 
may  not  agree  with  that  of  the  internal. 
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7.  Uterus  Septus.— In  this  form  the  uterus  has 
the  normal  outward  form,  but  inwardly  there  is  a 
mesial  septum,  varying  in  different  cases,  dividing 
the  uterine  cavity. 

8.  Infantile  Uterus. — This  uterus  is  small,  being 
especially  marked  by  the  shortness  of  the  body  in 
relation  to  the  cervix ;  the  latter  may  be  two  or  three 
times  as  long  as  the  former. 

9.  Congenital  Atrophy  is  the  term  applied  to 
the  uterus  when  the  organ  has  the  normal  virgin 
proportions,  but  is  as  a  whole  atrophied. 

The  first  seven  of  these  are  developmental  faults, 
and  occur  during  foetal  life.  The  others  are 
caused  by  changes  taking  place  after  birth. 


Symptoms.— There  may  be  nothing  abnormal  in 
the  external  genitals  or  in  the  girl's  build.  When 
the  uterus  is  rudimentary,  the  vagina  is  rarely 
normal.  The  important  symptom  is  impairment  of 
function,  and  hence,  is  not  met  with  until  puberty. 
When  the  uterus  is  absent  or  rudimentary,  the  only 
symptom  may  be  absence  of  menstruation.  If  the 
ovaries  and  tubes  be  developed,  and  there  be  part  of 
a  horn,  there  may  be  internal  menstruation,  the  blood 
accumulating  in  the  horn  and  tube.  In  the  case  of 
uterus  unicornis,  the  well-formed  horn  may  perform 
all  the  functions  of  the  normal  uterus;  if  the  mal- 
formed horn  be  not  in  free  communication  with  the 
cervix,  there  will  be  accumulation  of  menstrual  blood 
in  it.  Pregnancy  may  sometimes  occur  in  the  detached 
horn.     r„  the  case  of  uterus  diadelphys  there  are  no 
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symptoms  unless  the  vagina  be  absent  or  closed. 
Uterus  bicornis  and  uterus  septus  cause  no  sym- 
ptoms, unless  there  is  atresia  of  the  cavity  on  one 
side ;  in  such  a  case  the  menstrual  blood  accumulates. 
It  must  be  remembered  that  while  this  is  taking 
place,  the  other  part  may  menstruate  freely,  so  that 
the  physician  may,  in  investigating  the  case,  be 
greatly  puzzled. 

In  the  case  of  the  infantile  uterus,  and  the 
congenitally  atrophied  uterus,  there  is  absence  or 
scantiness  of  menstruation. 

When  menstrual  blood  is  accumulating  inwardly, 
the  patient  complains  at  the  beginning  of  puberty, 
of  pains  in  the  pelvis  at  each  period;  after  a  time 
the  duration  of  the  pain  increases  until  often  she 
complains  of  more  or  less  continuous  pain. 

Diagnosis.  —  Absence  of  the  uterus  and  rudi- 
mentary uterus  can  only  be  made  out  by  the 
recto  -  abdominal  bi  -  manual  when  the  patient  is 
anaesthetized. 

In  the  uterus  unicornis  the  well  developed  horn  is 
felt  sloping  to  one  side,  having  only  one  ovary  near  it, 
the  rudimentary  horn  and  other  ovary  being  at  some 
distance  from  it.  Uterus  diadelphys  is  very  rare. 
Bi-manually  the  division  is  felt;  internally,  sounds 
passed  into  the  cavities  do  not  touch.  Uterus 
bicornis  is  recognised  by  careful  bi-manual  examina- 
tion. Uterus  septus  cannot  be  recognised  bi-manually, 
except  when  the  vaginal  finger  feels  the  septum  at 
the  os;  when  the  septum  does  not  reach  so  far  down 
bhe  condition  may  never  be  found  out. 
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In  cases  where  there  are  internal  accumulations  of 
blood,  they  may  be  felt  on  abdominal  or  bi-manual 
examination.  The  uterus  infantilis  and  the  uterus 
congenitally  atrophied  may  be  made  out  bi-manually ; 
by  the  recto-abdominal  examination  or  by  the  rectal 
alone,  the  uterus  being  pulled  down  with  a  volsella, 
these  conditions  may  be  diagnosed  from  one  another. 

Differential  Diagnosis. — Pregnancy  in  a  detached 
horn  must  be  diagnosed  from  distension  with  blood, 
and  from  myoma  uteri. 

Treatment. — In  the  septate  uterus,  the  septum 
can  be  divided.  In  the  case  of  congenital  atrophy, 
good  feeding,  iron  and  other  tonics  may  do  good.  In 
other  cases  nothing  can  be  done,  save  when  menstrual 
blood  is  retained  or  pregnancy  occurs  in  a  horn ;  here, 
removal  by  abdominal  section  is  necessary. 

(Atresia  of  the  cervix  is  considered  along  with 
atresia  of  the  vagina.) 


INFLAMMATION  OF  THE  UTERUS. 
I. — Mucous  Membrane. 

I.  CERVICAL. 

1.  Acute  Inflammation. — This  only  occurs  along 
with  an  acute   inflammation  of  the  whole  uterine 
mucosa,  and  will  be  considered  under  "  acute  endo- 
.  metritis." 

2.  Ch  vonic  Inflammation.  —  Known  as  chronic- 
cervical  catarrh,  cervical  endometritis  or  endo-ccrvicitis. 
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Pathology. — The  inflammatory  changes  affect  the 
covering  epithelium,  the  glands  and  the  connective 
tissue.  The  epithelium  lining  the  cervical  canal  be- 
comes greatly  folded  and  extends  beyond  the  os 
externum  in  the  form  of  smooth  or  granular  bright  red 
patches.  The  cervical  glands  increase  in  size  and 
number,  and  they  extend  lower  in  the  cervix  than  they 
normally  do :  their  outlets  may  become  obstructed, 
and,  giving  rise  to  retention  cysts  which  project  towards 
the  vaginal  surface  —  known  as  Nabothian  follicles, 
they  sometimes  burst  and  then  the  lining  wall  tends 


Fig.  Z2.—Schroeder.)   Papillary  Erosion. 


to  proliferate.  When  the  glands  are  markedly  affected 
the  cervix  may  become  changed  into  a  mass  of  cysts. 
The  connective  tissue  is  always  increased  in  amount, 
producing  thickening  of  the  cervix  and  sometimes 
elongation.  Under  the  microscope  two  forms  of  red 
patches  may  be  distinguished  : — 

(a)  Papillary. 

(b)  Follicular. 
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Iii  the  former  the  folds  and  recesses  are  long  and 
narrow ;  in  the  the  other  they  are  shorter  and  broader, 
the  recesses  being  mainly  formed  by  retention  cysts 
which  have  burst. 

In  both  forms  the  covering  epithelium  is  a  single 
layer  of  columnar  cells,  smaller  than  those  lining  the 
normal  cervical  mucosa.     This  single  layer  has  a  red 


Fig.  33. — (Schrocdcr.)   Follicular  Erosion. 


appearance  owing  to  the  underlying  vascular  tissue, 
and  thus  it  stands  out  in  striking  contrast  to  the  sur- 
rounding pale  covering  of  the  vaginal  portion  of  the 
cervix.  Formerly  these  red  patches  were  described  as 
ulcerative,  from  a  wrong  idea  as  to  the  pathology  of  the 
condition.  Now  they  are  known  as  "catarrhal  patches," 
"  erosion  "  or  "  ectropium." 

True  ulceration  of  the  surface  of  the  vaginal  portion 
of  the  cervix  does,  however,  sometimes  occur. 
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Causes. — 

(1)  Lacerations  of  the  cervix  following  labour. 

(2)  Spread  of  inflammation  from  endometrium 

or  vagina. 

(3)  Retro-flexion  of  the  uterus. 

Symptoms.  —  Leucorrhoea ;  pains  in  the  pelvis 
aggravated  on  exercise ;  irregular  menstruation,  often 
menorrhagia;  stertility  is  favoured. 

Physical  Signs.  —  On  vaginal  examination  the 
cervix  is  enlarged,  the  margin  of  the  os  is  soft  and 
velvety,  and  the  os  gapes  in  a  multipara ;  one  or 
more  hard  shot-like  bodies  are  felt  —  Nabothian 
follicles.  Sometimes  one  large  follicle  may  be  pro- 
jecting as  a  polypus. 

With  a  speculum,  swelling  of  the  cervix  is  seen, 
and,  if  the  extension  around  the  os  has  occurred, 
there  is  seen  the  bright  red  secreting  surface  of  the 
catarrhal  patch ;  the  projections  due  to  the  Nabothian 
follicles  are  also  seen. 

Differential  Diagnosis. — 

(1)  From  vaginal  leucorrhoea. 

(2)  From  endometritis. 

(3)  From  malignant  disease. 

(4)  From  simple  laceration  of  the  cervix. 

In  the  last-mentioned  condition  through  a  speculum 
the  os  appears  wide,  and  around  it  is  seen  a  reel  velvety 
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surface  ;  this  red  surface  is  really  the  cervical  mucous 
membrane  everted,  and  resembles  a  catarrhal  patch. 
In  the  case  of  the  laceration,  however,  if  the  edges  of 
the  tear  be  brought  together  the  red  patch  disappears, 
whereas  a  true  catarrhal  patch  cannot  be  made  to 
disappear. 

Treatment. — The  general  health  must  be  seen  to  ; 
digestive  system  must  be  kept  in  good  condition ; 
sexual  rest;  daily  douching  with  a  hot  astringent 
douche  (sulphate  of  copper  or  alum,  5ii.  to  a  pint). 

If  the  condition  does  not  subside  apply  iodised 
phenol  two  or  three  times.  If  the  uterus  be  retro- 
verted  it  must  be  replaced. 

In  very  bad  or  very  chronic  cases,  the  diseased 
mucous  membrane  should  be  removed  by  Schroeder's 
operation.  If  the  cervix  be  much  affected,  e.g.,  cystic, 
some  of  the  tissue  below  the  mucous  membrane  should 
be  taken  away  also.    (Martin's  operation.) 

In  both  of  these,  preliminary  curetting  of  the  whole 
cavity  of  the  uterus  is  done  ;  the  uterus  is  then  drawn 
down  by  a  volsella  in  each  lip,  and  divided  on  each  side 
as  high  as  the  fornix. 

The  posterior  lip  is  then  drawn  downwards  and 
backwards  and  a  transverse  incision  made  across  the 
cervical  mucous  membrane ;  then  from  the  lower  end 
of  the  lip  a  coronal  incision  is  carried  up  to  the  trans- 
verse incision,  and  in  this  way  the  mucous  membrane 
is  removed.  The  lip  is  then  doubled  upon  itself,  so  that 
the  lowest  point  is  brought  to  the  mucous  membrane 
still  left,  and  is  stitched  in  this  position  by  three  or 
four  catgut  sutures. 
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The  same  procedure  is  carried  out  on  the  anterior 
lip.  Finally,  one  or  two  stitches  are  applied  on  each 
side  if  there  be  any  bleeding. 

(Martin's  operation  is  the  same,  only  a  thicker 
portion  of  tissue  is  removed.) 

The  operation  is  done  in  the  lithotomy  position 
under  the  constant  irrigation  of  an  antiseptic  douche, 
the  vagina  being  exposed  by  a  spatular  speculum  and 
retractors.  After  the  operation  an  iodoform  gauze  plug 
is  left  in  the  vagina  for  thirty-six  hours. 

ENDOMETRITIS. 

ACUTE.  CHBONIC. 

1.  Acute  Endometritis. — Both  body  and  cervix 
are  affected.  Mucosa  is  swollen  and  covered  with 
blood-stained  mucus  or  pus ;  blood  extravasations 
occur  in  it,  and  the  vessels  are  deeply  congested. 
The  lining  epithelium  degenerates,  and  is  cast  off. 

Causes. — The  condition  is  rare,  and  does  not  occur 
before  puberty.  The  causes  are  cold  or  excessive  coitus 
at  the  menstrual  periods ;  acute  gonorrhoea ;  typhus ; 
scarlet  fever ;  measles ;  cholera ;  phorphorus  poisoning ; 
puerperal  fever. 

Symptoms.  —  Febrile  symptoms,  pains  in  the 
pelvis;  in  bad  cases  vesical  and  rectal  tenesmus; 
discharge  watery  and  clear  at  first,  thick  and  puru- 
lent afterwards.  When  much  peritonitis  is  present  it 
causes  the  most  prominent  symptoms. 
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Physical  Signs.  —  When  peritonitis  is  present 
there  is  tenderness  on  pressure  over  the  lower  abdom- 
inal region.  On  vaginal  examination,  the  cervix  is 
swollen  and  congested ;  there  may  be  catarrhal  patches 
present ;  the  discharge  is  seen  oozing  from  the  os. 

Treatment. — Rest  in  bed  ;  hot  fomentations  over 
abdomen ;  morphia  internally ;  if  the  bowels  are  loaded 
they  must  be  emptied. 

2.  Chronic  Endometritis.  —  The  inflammation 
affects  the  glands,  the  inter-glandular  tissue  or  both 
together. 


Fig.  Zi.—(Schroedcr. ) 
Chronic  Interstitial  Endometritis. 

In  the  glandular  variety  there  is  hypertrophy  of  the 
glands;  new  ones  also  are  formed  by  ingrowths  from 
the  surface,  or  by  outgrowths  of  old  glands. 
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In  the  interstitial,  there  is  a  proliferation  of  con- 
nective tissue  corpuscles,  which  become  more  spindle- 
shaped  as  the  disease  progresses ;  the  fibres  become 
larger  and  denser  in  chronic  cases. 

In  another  variety,  called  endometritis  fungosa,  the 
endometrium  becomes  swollen  and  spongy;  there  is 
dilatation  of  the  glands,  enlargement  of  the  blood-vessels, 
and  marked  infiltration  of  the  inter-glandular  tissue. 

In  another  variety,  the  villous  or  papillary  form,  the 
inflammation  leads  to  the  formation  of  granulation 
tissue,  which  projects  into  the  cavity  in  the  form  of 
papillae,  the  lining  epithelium  and  glandular  tissue  of 
the  mucosa  being  mostly  destroyed. 

In  old  standing  endometritis,  the  mucosa  gets 
atrophied  and  gradually  destroyed,  its  place  being 
taken  by  dense  connective  tissue;  atresia  of  the 
cavity  often  results. 

Causes. — 

(1)  Chronic  endometritis  may  follow  acute. 

(2)  After   abortion;   premature,    or  full-time 

labour,  especially  after  incomplete 
emptying  of  the  cavity. 

(3)  Cold  at  menstrual  period. 

(4)  Tumours  projecting  into  the  uterine  cavity. 

(5)  After  the  use  of  instruments  with  imperfect 

antiseptic  precautions. 

(6)  Extension  of  inflammation  from  vagina  and 

cervix. 

(7)  Retro-displacements  of  the  uterus. 
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Symptoms. — Menorrhagia;  in  some  cases  metro- 
rrhagia ;  leucorrhcea ;  weakness  and  pain  in  back  and 
loins;  abortion;  sterility.  Dysmenorrhea  is  often 
present,  but  most  probably  is  due  to  an  accom- 
panying metritis  or  displacement  of  the  uterus. 

In  chronic  cases  the  patient's  system  is  run  down, 
digestion  is  impaired,  and  she  is  often  neurotic. 

Physical  Signs.— Uterus  is  enlarged.  On  passing 
the  sound  it  may  cause  pain  or  bleeding ;  irregularities 
may,  in  some  cases,  be  felt.  In  many  cases  the  passage 
of  the  sound  causes  no  discomfort. 

Differential  Diagnosis.  —  Hemorrhagic  form 
(E.  fungosa)  must  be  especially  diagnosed  from  sar- 
coma or  carcinoma  of  the  body,  and  from  incomplete 
abortion. 

Treatment.— Hot  douching;  application  of  iodised 
phenol  to  endometrium;  ergot  by  the  mouth ;  careful 
attention  to  general  health,  diet,  etc.  If  the  case  is 
not  improved  by  these  means,  or  if  it  be  bad,  curetting 
is  of  great  value. 


METRITIS. 

I.  Acute.         II  Chronic. 

i.  Aeute  Metritis.— The  uterus  is  enlarged,  soft- 
tened,  and  deeply  congested.  Microscopically  inflam- 
matory products  are  seen  infiltrating  the  tissues  of  the 
wall.    The  serous  surface  is  usually  inflamed  also 
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Causes.  —  Extension  from  acute  endometritis  or 
perimetritis.  Mostly  due  to  septic  infection  in  the 
puerperium.  It  may  result  from  cold  during  men- 
struation, gonorrhoea,  and  from  excessive  coitus.  It 
may  also  follow  the  use  of  instruments  from  imperfect 
antiseptic  precautions. 

Symptoms. — When  the  cause  is  septic,  the  symp- 
toms are  those  of  septicaemia;  locally,  there  is  fulness, 
weight,  pain,  and  great  heat  in  the  pelvis;  vesical 
and  rectal  tenesmus.  Menstruation  is  checked  if  cold 
causes  the  inflammation  during  a  period;  in  other 
cases  it  is  usually  checked ;  only  exceptionally  is  there 
menorrhagia. 

Physical  Signs. — Pain  on  palpation  of  lower 
abdominal  region  and  on  bi-manual.  Vagina  is  hot 
and  dry;  uterus  is  enlarged. 

Progress  of  the  Disease. — The  acute  attack  may 
pass  off ;  it  may  become  chronic ;  abscesses  may  form 
in  the  wall,  and  may  burst  into  uterine  cavity,  bladder, 
bowel,  or  vagina.  In  other  cases  the  patient  may 
die  from  septic  poisoning. 

Treatment. — The  patient  is  treated  as  in  acute 
peritonitis.  In  septic  cases  it  is  necessary  to  give 
very  nourishing  food  and  stimulants. 

If  there  be  any  local  cause  of  septic  infection,  e.g., 
decomposing  membranes  or  placenta,  the  uterus  should 
be  curetted  and  douched  out  regularly  with  an  anti- 
septic lotion. 
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2.  Chronic  Metritis. — Early  the  uterus  is  large, 
congested,  and  soft;  later  it  becomes  pale  and  hard; 
the  enlargement  is  uniform.  In  the  early  stages, 
microscopically,  are  found  between  the  muscle-bundles 
large  numbers  of  leucocytes  and  connective  tissue 
corpuscles;  afterwards  there  is  an  increase  in  the 
size  and  density  of  the  connective  tissue  fibres,  the 
walls  of  vessels  are  thickened,  and  lymphatic  spaces- 
are  enlarged. 

Causes. — 

1.  Incomplete  emptying  of  uterus  after  abortion, 

premature  or  full-time  labour. 

2.  Tears  in  the  uterus. 

3.  Puerperal  pelvic  inflammations. 

4.  Too  early  rising  after  delivery. 

5.  Non-lactation. 

6.  Frequent  abortions,  or  two  frequent  child- 

bearing. 

7.  Uterine  displacements. 

8.  Pressure  of  uterine  or  other  tumours. 

9.  Endometritis. 
10.  Excessive  coitus. 

Symptoms. — There  may  be  menorrhagia  or  met- 
rorrhagia ;  leucorrhcea  from  the  endometritis  or  endo- 
cervicitis  present;  tendency  to  abortion;  in  advanced 
stages  stertility;  often  there  is  weakness  in  back  and 
loins,  and  a  feeling  of  heaviness  and  bearing  down  in 
the  pelvis ;  reflex  constitutional  disturbances. 
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Physical  Signs. — The  uterus  is  equally  enlarged 
and  of  a  harder  consistence  than  in  the  normal  con- 
dition. The  sound  passes  in  beyond  the  2J  inch  knob. 
There  may  be  an  associated  displacement  or  pelvic 
inflammation. 

After  physical  examination  there  may  be  doubt  as 
to  whether  the  enlargement  of  the  uterus  is — 

1.  Simple  metritis. 

2.  Metritis  with  early  pregnancy. 

3.  Early  pregnancy. 

4.  Small  fibroid. 

Treatment.  —  Avoidence  of  heavy  work  for  a 
time ;  regular  easy  exercise ;  rest  for  a  couple  of 
hours  each  day ;  hot  douche  daily ;  occasional  hot 
hip-baths ;  cold  morning  hip-bath  ;  attention  to  diet, 
and  to  the  state  of  the  bowels;  coitus  to  be  avoided 
for  a  time ;  ergot  internally  when  there  is  menorrhagia. 
In  obstinate  cases,  blistering  of  the  iliac  regions  is  most 
valuable.  Curetting  of  the  uterus  is  also  good ;  ampu- 
tation of  one  or  both  cervical  lips  stimulates  involution, 
and  is  recommended  by  many. 

Well-to-do  patients  are  often  improved  by  a  course 
of  treatment  at  foreign  baths,  e.g.,  Kreuznach,  Kissingen, 
Ems,  and  Vichy. 


LACERATION   OF  THE  CERVIX. 

Pathology.— The  most  common  seat  of  the  lacera- 
tion is  the  front  and  left  side.  (This  must  be  associated 
with  the  most  common  mechanism  of  labour,  viz.,  in 
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left -occipito- anterior  cases,  where  the  broadest  part 
of  the  foetal  head  lies  to  the  front  and  left  side.) 
The  next  most  common  form  is  a  double  laceration, 
one  being  in  front  and  on  the  left  side,  the  other 
being  behind  and  on  the  right  side  :  lacerations  in 
other  parts  are  much  less  common.  The  tear  may 
be  slight,  or  may  pass  up  into  the  vaginal  roof. 

The  following  conditions  may  result  from  laceration 
of  the  cervix,  viz.  : — cervical  catarrh,  inflammatory 
thickening  of  the  cervix,  broad  ligament  or  utero-sacral 
cellulitis,  sub-involution  of  the  uterus. 

Causes. — About  32  per  cent,  of  parous  women  have 
lacerations.  They  follow  all  kinds  of  labours,  but  per- 
haps especially  occur  after  very  tedious,  very  precipitate, 
or  instrumental  labours. 

Symptoms. — Most  probably  per  se  laceration  gives 
rise  to  no  symptoms.  It  is  the  secondary  lesions  which 
cause  these— i.e.,  cellulitis,  cervical  catarrh,  inflammation 
in  the  cervix,  compression  of  nerves  by  cicatricial  con- 
traction. Hence  we  find  the  following  conditions,  viz., 
leucorrhoea,  menorrhagia,  metrorrhagia,  pains  in  pelvis, 
reflex  disturbances — e.g„  neuralgias,  sweating,  anuria, 
vomiting,  etc.,  general  weakness. 

Diagnosis. — On  vaginal  examination  the  finger 
feels  the  tear.  There  is  difficulty  when  the  tear  is  very 
large,  and  the  cervical  mucous  membrane  everted. 
With  a  speculum  the  red  cervical  mucosa  is  seen ;  this 
can  be  made  to  disappear  if  the  torn  edges  of  the  lips 
be  brought  together  with  a  pair  of  volselke.    In  case 
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there  be  cervical  catarrh  as  well,  the  red  area  may 
not  he  made  to  disappear.  ( Vide  "  Chronic  Cervical 
Catarrh,"  page  89.) 

Treatment.  —  Mere  laceration  requires  no  treat- 
ment unless  there  he  symptoms  due  to  secondary 
lesions. 

As  regards  operative  treatment,  some  advocate  the 
immediate  closure  of  the  laceration  after  delivery ; 
this  is  only  to  be  done  in  very  bad  cases  where  the 
haemorrhage  is  severe. 

As  to  the  operative  treatment  recommended  by 
Emmet,  in  the  case  of  an  old  tear,  little  need  be  said. 
It  consists  in  paring  the  edges  of  the  laceration,  and 
uniting  them  with  sutures. 

This  operation  is  rarely  performed  in  this  country. 
It  is  not  necessary  where  the  laceration  is  unaccom- 
panied with  secondary  lesions,  and  in  cases  where  these 
are  present  other  treatment  is  sufficient.  If  hypertrophy 
of  the  cervix  or  cervical  catarrh  be  so  bad  as  to  require 
operation,  Martin's  or  Schroeder's  operation  is  to  be 
preferred. 


RIGIDITY  AND  STENOSIS  OF  THE 
CERVIX. 

Small  Os  Externum.— This  may  be  congenital 
in  origin:  the  cervix  is  conical  in  shape,  very  firm  in 
consistence,  and  may  be  considerbly  enlarged;  cervical 
catarrh  is  often  present. 
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Rigidity  of  the  Cervix. — This  condition  is  found 
especially  after  long-standing  inflammation,  whereby 
the  connective  tissue  in  the  cervix  is  much  increased 
in  quantity. 

Stenosis  of  the  Cervix. — This  condition  may  be 
congenital  or  acquired.  The  latter  form  is  the  more 
common,  and  may  result  from  cicatrisation  after  labour, 
after  amputation  of  the  cervix,  or  after  repeated  burning 
with  caustics;  inflammation  may  also  sometimes  lead 
to  it. 

Symptoms. — Most  prominent  are  dysmenorrhcea 
and  sterility. 

Diagnosis. — The  condition  of  the  cervix  may  be 
made  out  on  bi- manual  examination.  There  may 
be  great  difficulty  in  passing  the  sound  in  cases  of 
stenosis ;  it  must  also  be  remembered  that  the  sound 
may  be  obstructed  by  a  flexion  of  the  uterus,  by  a  fold 
of  mucous  membrane,  by  a  polypus,  or  by  a  reflex  con- 
striction of  the  sphincter  around  the  os  internum. 

Treatment. — For  stenosis  the  ordinary  treatment 
is  to  enlarge  the  canal.    This  may  be  done  by — 

1.  Dilatation. 

2.  Division. 

3.  Dilatation  and  Division. 

4.  Excision. 

DILATATION. 

Rapid  dilatation  is  the  best  method.  For  this  purpose 
Hegar's  graduated  dilators  are  valuable;  any  form  of 
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dilator  with  expanding  blades  may  also  be  used — 
e.g.,  Ellinger's  or  Sims'. 

The  dilatation  may  be  repeated  two  or  three  times, 
best  shortly  before  menstruation.  It  is  unsatisfactory 
as  a  curative  measure  since  contraction  of  the  canal  is 
apt  to  follow  it. 

The  operation  is  done  under  antiseptic  precautions. 

DIVISION. 

The  patient  is  chloroformed  and  placed  in  the 
lithotomy  position.  The  vagina  is  thoroughly  washed 
out,  and  the  uterus  drawn  down  with  a  volsella  which 
is  held  by  an  assistant. 

If  the  os  externum  only  be  stenosed,  it  may  be 
divided  with  scissors.  Some  cut  the  anterior  lip,  some 
the  posterior,  while  others  make  a  cut  on  each  side. 
The  raw  surfaces  are  then  swabbed  with  a  strong  solu- 
tion of  perchloride  of  iron,  and  kept  apart  by  a  plug  of 
iodoform  gauze ;  the  plug  should  be  changed  several 
times  afterwards.  . 

If  the  whole  canal  be  stenosed  a  narrow  bistoury  may 
be  passed  up  the  canal  and  then  drawn  downwards 
cutting  outwardly,  the  incision  being  deeper  towards  the 
os  externum.  This  is  done  on  both  sides.  The  uterine 
cavity  is  then,  washed  out,  the  raw  surfaces  swabbed 
with  perchloride  of  iron,  and  the  cervix  firmly  packed 
with  iodoform  gauze,  which  must  be  changed  several 
times  during  the  week  following  the  operation. 

DILATATION  AND  DIVISION. 

It  is  best  to  combine  dilatation  with  incision — i.e., 
to  make  the  former  precede  (he  latter,  because  the 
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cavity  of  the  uterus  can  be  thoroughly  washed  out 
before  the  cutting. 

EXCISION. 

In  the  cases  in  which  there  is  much  cervical  catarrh 
or  hypertrophy  of  the  cervix,  Martin's  or  Schroecler's 
operation  is  performed. 

Atresia  of  the  Cervix. — This  condition  is  some- 
times congenital.  The  occlusion  is  usually  at  the  os 
externum ;  scarcely  ever  is  the  whole  canal  obliterated. 

Acquired  atresia  is  more  common.  The  causes  are 
the  same  as  those  of  acquired  stenosis.  It  also  is  found 
as  one  of  the  changes  occurring  in  the  uterus  after 
the  menopause. 

(The  treatment  of  Atresia  of  the  Cervix  is  considered 
along  with  Atresia  Vagina,  page  169.) 


HYPERTROPHY  OF  THE  CERVIX. 

A.  —  Hypertrophy  of  the  Vaginal  Portion. 

Pathology. — The  whole  of  this  part  of  the  cervix 
is  affected,  so  that  its  length  is  increased,  there  being 
very  little  change  in  the  transverse  diameter.  The 
hypertrophy  may  be  so  great  that  the  cervix  projects 
through  the  vulva. 

Etiology. — The  condition  is  most  probably  a  con- 
genital one.     Inflammation  in  the  cervix,  as  far  as 
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is  known,  does  not  lead  to  this  hypertrophy  but  to 
a  transverse  thickening. 

Symptoms. — There  may  be  dysmenorrhcea  and 
sterility,  as  the  cervical  canal  is  sometimes  very  small. 

When  the  hypertrophy  is  marked,  there  is  bearing- 
down  pain ;  leucorrhoea  from  irritation  of  the  vaginal 
Avails,  and  discomfort  on  walking.  When  the  cervix 
projects  beyond  the  vulva,  it  may  become  ulcerated. 

Diagnosis. — Bi-manually,  the  fundus  uteri  is  found 
at  its  normal  height ;  the  fornices  are  in  their  normal 
positions;  the  sound  shows  the  uterine  cavity  to  be 
elongated.  By  the  recto-abdominal  examination  the 
part  of  the  uterus  above  the  vagina  is  found  of  normal 
size. 

Treatment.  —  Amputation  of  the  hypertrophied 
portion.     There  are  two  methods  : — 

1.  Flap  amputation. 

2.  Circular  amputation. 

FLAP  AMPUTATION. 

The  amount  to  be  removed  is  first  of  all  decided 
upon.  Then  the  cervix  is  cut  on  each  side  with  scissors 
or  bistoury,  as  high  as  is  desirable,  so  that  the  anterior 
is  divided  from  the  posterior  lip.  Each  lip  is  then 
amputated  by  two  transverse  incisions  which  meet 
above,  thus  allowing  a  wedge-shaped  piece  of  tissue 
to  be  removed.  The  flaps  are  brought  together  by 
several  catgut  sutures,  passed  from  the  cervical  mucosa 
to  the  vaginal  surface  of  the  cervix. 
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CIRCULAR  AMPUTATION. 

The  cervix  is  drawn  well  down.  With  a  bistoury 
a  circular  cut  is  made  through  the  mucous  mem- 
brane covering  the  vaginal  portion  of  the  cervix,  a 
half-an-inch  or  so  out  from  the  os  externum.  With 
a  knife  handle  the  mucous  membrane  is  stripped 
upwards  above  the  incision,  as  far  as  it  is  thought 
necessary  to  go.  The  flap  is  kept  up  while  the 
cervix  is  divided  into  an  anterior  and  a  posterior  lip ; 
the  posterior  is  then  cut  at  the  level  desired,  the 
line  of  the  incision  being  transverse,  and  passing 
from  the  cervical  canal  surface  slightly  upwards,  so 
that  the  raw  surface  left  is  oblique.  The  posterior 
part  of  the  free  circular  flap  of  mucous  membrane 
is  then  turned  upwards  and  stitched  to  the  raw  sur- 
face of  the  cervix  by  a  series  of  sutures  passed  from 
the  cervical  mucous  membrane  through  the  circular 
flap.  The  same  thing  is  done  with  the  anterior  lip. 
Finally,  at  the  sides,  if  there  is  any  gaping  of  the 
flaps  they  may  be  closed  with  catgut. 

Both  operations  are  done  in  the  lithotomy  position, 
with  the  usual  antiseptic  precautions.  An  iodoform 
gauze  plug  is  kept  in  the  vagina  for  twenty-four 
hours,  and  afterwards  there  is  daily  douching  with 
an  antiseptic  lotion. 

B. — Hypertrophy  of  the  Supra-Vaginal  Portion. 

Pathology  and  Etiology.  —  Not  clearly  known. 
In  most  cases  it  is  probably  secondary  to  prolapsus 
uteri.     It  may  be  sometimes  a  primary  condition. 
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Diagnosis. — It  cannot  be  made  out  definitely  by 
clinical  means,  because  it  cannot  be  made  out  in  a  case 
of  hypertrophy  where  the  os  internum  actually  is ;  and, 
therefore,  it  is  impossible  to  say  whether  the  body  may 
not  take  part  in  the  hypertrophy.  We  do  know,  how- 
ever, that  in  this  form  of  hypertrophy  both  Cornices 
tend  to  become  obliterated  as  the  hypertrophy  increases. 

In  a  well-marked  case  the  bladder  descends;  in 
relation  to  the  front  of  the  hypertrophied  cervix  the 
pouch  of  Douglas  becomes  lowered  also. 

0. — Hypertrophy  of  the  Intermediate  Portion, 

In  this  form  the  posterior  fornix  remains,  while  the 
anterior  becomes  obliterated.  The  bladder  becomes 
much  lower  in  position ;  the  pouch  of  Douglas  is 
unaltered. 

Treatment. — In  both  these  forms  amputation  of  as 
much  of  the  hypertrophied  cervix  as  is  possible,  by 
means  of  the  flap  operation,  is  recommended.  The 
altered  relations  of  bladder  and  pouch  of  Douglas 
must  be  remembered  in  order  that  they  be  not 
opened  into. 

ATROPHY  OF  THE  UTERUS. 

This  condition  is  met  with  : — 

1.  Congenitally. 

2.  Associated  with  certain  constitutional  con- 

ditions   and    wasting    diseases  —  e.g., 
chlorosis,  scrofula,  phthisis,  etc. 

3.  After  labour  as  a  result  of  super-involution. 

4.  After  the  menopause. 
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SUPER-INVOLUTION. 

Pathology. — The  condition  occurs  after  delivery, 
and  consists  in  a  diminution  of  the  size  of  the  uterus 
below  the  normal.  It  may  be  so  small  that  the  length 
is  only  If  inch.  The  walls  are  thin  and  flaccid,  some- 
times very  dense  and  fibrous.  The  ovaries  are  usually 
atrophied. 

Etiology. — Over  -  lactation  is  the  most  common 
cause ;  great  loss  of  blood  in  delivery  may  lead  to  it. 
Perhaps  peritonitis  leading  to  constriction  and  atrophy 
of  the  ovaries  may  be  followed  by  super-involution. 

Symptoms. — Amenorrhoea.  There  may  be  weak- 
ness and  pain  in  the  back,  and  sometimes  reflex 
nervous  disturbances. 

Diagnosis. — Bi- manually,  the  uterus  is  felt  small; 
sometimes  it  may  be  felt  only  with  difficulty.  The 
rectal  and  volsellar  examination  is  valuable.  The 
sound  shows  the  cavity  diminished ;  it  must  be  used 
with  care.  The  condition  must  be  diagnosed  from 
congenital  malformation,  congenital  atrophy  and  senile 
atrophy. 

Treatment.  —  The  treatment  is  unsatisfactory. 
Good  feeding;  improvement  of  general  health;  iron, 
and  other  tonics. 

DISPLACEMENTS   OF  THE  UTERUS. 
Varieties. — 

1.  Flexion. — Alteration  in  the  relation  of  the  body 
and  cervix.  There  are  three  varieties — ante-flexion, 
retro-flexion,  and  lateri-flexion. 
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2.  Vei  *sion.  —  Rotation  of  the  uterus  round  an 
imaginary  transverse  axis.  There  are  three  varieties 
—ante-version,  retro-version,  and  lateri-version. 

3.  Changes  in  the  position  of  the  uterus  as  a 
■whole.  —  The  varieties  are  upward,  downward,  and 
backward,  or  lateral. 

The  following  points  must  be  remembered — 

The  uterus  is  a  moveable  organ,  and  is  normally 

constantly  in  a  state  of  movement ;  its  movements  are 

due  to  emptying  and  filling  of  bladder  and  rectum,  and 

to  changes  in  intra-abdominal  pressure. 

It  is,  therefore,  necessary  to  distinguish  between 

physiological  and  pathological  displacements. 

ANTE-FLEXION. 

Pathology. — As  to  the  frequency  or  importance  of 
this  condition  there  is  much  difference  of  opinion. 
What  some  consider  pathological,  others  consider  the 
normal  anatomical  curve  of  the  uterus.  Symptoma- 
tology does  not  clear  up  the  difficulty  of  deciding 
this  point,  because  there  are  no  symptoms  in  many 
cases  of  extreme  ante  -  flexion,  and  in  others  the 
symptoms  may  be  caused  by  other  existing  compli- 
cations —  e.g.,  endometritis,  metritis,  cellulitis,  or 
peritonitis.  Ante-flexion  is  more  common  in  nulli- 
parae than  in  multiparas.  The  point  of  flexion  is 
usually  at  the  level  of  the  os  internum.  The  angle 
of  flexion  varies  greatly. 

Etiology. — There  are  two  classes  of  cases — viz., 
congenital  and  acquired.  In  the  former,  the  whole 
uterus  is  small,  the  cavity  narrowed,  and  the  os 
externum  of  the  pin-hole  variety. 
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In  the  acquired  kind,  the  cause  seems  to  be  in 
most  cases  utero-sacral  cellulitis.  Owing  to  the  con- 
traction of  the  thickened  ligaments  the  junction  of 
the  cervix  and  body  is  drawn  upwards  and  backwards, 
the  fundus  being  driven  forward ;  intra-abdominal 
pressure  then  tending  to  keep  it  more  driven 
downwards  and  forwards. 


Fig.  S5.—(Pozzi.) 
Ante- Flexion  of  the  Uterus,  with  Contraction  of  the 
Uteiio-Sacral  Ligaments. 

Peri  ton  itic  bands  in  the  pouch  of  Douglas  may 
sometimes  cause  the  same  effect. 

Symptoms. — In  many  cases  there  are  none.  In 
other  cases,  especially  those  of  pathological  ante- 
flexion, the  symptoms  are  dysmenorrhcea,  sterility, 
leucorrhcea,  and  sometimes  menorrhagia.  Dyspareunia 
is  often  present,  as  well  as  painful  defsecation.  Reflex 
nervous  disturbances  are  often  met  with.  Often  there 
is  frequency  of  micturition.    The  dysmenorrhcea  may 
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be  very  severe ;  it  is  felt  in  the  back,  or  in  the  whole 
pelvis,  and  lasts  during  the  flow.  There  are  several 
theories  of  the  causation  of  the  pain  : — 

1.  The  obstruction  or  mechanical  theory,  according 
to  which  the  narrowness  of  the  canal  causes  a  hindrance 
to  the  menstrual  flow,  which  coagulates  in  the  uterus ; 
and  there  are  required  strong  contractions  in  the  uterus 
to  effect  expulsion  of  the  clots. 

This  theory  is  not  proven.  In  many  cases  there  are 
no  clots,  and  often  the  pains  are  not  like  labour  pains. 

2.  The  congestion  theory,  according  to  which  the 
pain  is  caused  by  the  resistance  of  the  tissues  of  the 
uterus  to  the  hyperemia,  which  takes  place  at  the 
menstrual  period,  owing  to  the  degree  of  flexion 
existing. 

3.  According  to  others  it  is  not  the  flexion  which 
obstructs  the  blood  flow,  but  chronic  metritis,  so  often 
found  in  cases  of  pathological  ante-flexion.  The  uterus 
is  denser  and  yields  less  easily. 

Also,  where  cellulitis  or  peritonitis  exists,  there  will 
also  be  an  increase  of  pain,  with  increase  of  pelvic 
congestion. 

Physical  Signs. — By  bi-manual  examination,  the 
cervix  is  felt  looking  downwards  and  forwards,  the  os 
in  many  cases  being  small.  The  fundus  is  felt  through 
the  anterior  fornix,  often  very  distinctly,  and  the  flexion 
in  the  uterine  wall  may  easily  be  made  out. 

If  utero-sacral  cellulitis  or  posterior  peritonitis  be 
present,  the  condition  may  be  made  out  through  the 
posterior  fornix,  or  better,  by  the  rectum. 
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The  condition  may  be  mistaken  for — 

1.  Small  myoma  in  the  anterior  uterine  wall. 

2.  Cellulitis  between  the  cervix  and  bladder. 

In  the  former  condition  the  passage  of  the  sound 
with  the  bi-manual  clears  up  the  difficulty. 
The  latter  condition  is  a  very  rare  one. 

Treatment.  —  Where  there  are  no  symptoms 
nothing  is  to  be  done.  When  inflammation  is 
present,  in  or  near  the  uterus,  it  must  be  treated  as 
already  pointed  out  (page  93).  The  general  health 
must  be  seen  to,  as  it  is  often  run  down.  Locally,  the 
treatment  is  not  satisfactory.  When  there  is  no  marked 
inflammation  in  the  pelvis,  dilatation  or  division  of  the 
cervix  may  be  tried  (page  183)  for  the  relief  of  the 
dysmenorrhcea  or  sterility.  Intra-uterine  stem  pessaries 
are  recommended  by  some. 


ANTE-VERSION. 

Pathology.  —  It  consists  in  a  lessening  of  the 
normal  ante-flexion  in  the  uterus.  The  uterus  is 
enlarged  and  firm.  The  cervix  points  more  back- 
wards than  normally. 

Etiology. — It  results  from  changes  in  the  uterus 
due  to  chronic  metritis,  for  the  causes  of  which  see 
page  99. 

Symptoms. — They  are  mainly  due  to  the  inflam- 
mation present.  There  may  also  be  pressure  on  the 
bladder  causing  frequency  of  micturition. 

x 
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Diagnosis. — On  bi-manual  examination,  the  uterus 
is  felt  enlarged  and  straightened.  The  os  looks  back- 
wards  into  the  hollow  of  the  sacrum.  The  fundus  is 
easily  felt  through  the  anterior  fornix.  The  sound  may- 
only  be  passed  with  difficulty  on  account  of  the  position 
of  the  os. 

The  only  condition  apt  to  be  mistaken  for  ante- 
version  is  a  cellulitis  in  front  of  and  around  the 
cervix. 

Treatment. — That  of  Metritis,  q.v.  Sometimes  a 
Hodge  or  ring  pessary  gives  relief  by  supporting  the 
enlarged  uterus  as  a  whole. 

Special  ante-version  pessaries,  so-called,  are  useless. 


RETRO-VERSION. 

(It  must  be  remembered  that  a  temporary  retro-version 
is  caused  by  distension  of  the  bladder.) 

Pathology.  —  Pathological  retro-version  is  found 
under  the  following  conditions — 

1.  It  may  be  congenital. 

2.  It  occurs  in  the  puerperium ;  the  weight  of  the 
uterus,  along  with  the  laxity  of  its  ligaments,  causing 
the  displacement  to  occur  when  the  patient  is  lying 
down. 

3.  It  is  found  as  a  stage  in  prolapsus  uteri. 

4.  It  is  a  stage  in  the  production  of  retro-flexion, 
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5.  It  may  be  caused  by  the  contraction  of  peritonize 
adhesions. 

6.  It  may  be  caused  by  a  great  strain  or  sudden 
fall. 

Symptoms. — Vide  Retro-flexion. 


Diagnosis. — On  bi-manual  examination,  the  cervix 
is  felt  low  in  the  pelvis,  the  os  looking  downwards 
and  forwards.  The  hands  meet  behind  the  symphysis, 
there  being  no  uterine  body  felt  through  the  anterior 


Fig.  36.—(Pozzi.) 
Rktro-veesion  of  the  Uterus,  with  Posterior  Adhesions. 

fornix.  The  body  is  felt  through  the  posterior  fornix. 
The  condition  can  be  more  thoroughly  made  out  by 
rectal  examination.  The  differential  diagnosis  is  the 
same  as  that  of  Retro-flexion,  q.v. 


Treatment.—  Vide  Retro-flexion. 


116 


GYNECOLOGY. 


RETRO-FLEXION. 

Pathology.  —  The  cervix  is  directed  downwards 
and  forwards.  It  is  nearer  the  symphysis,  and  lower 
in  the  pelvis.  Often  there  is  marked  cervical  catarrh 
or  thickening  of  the  cervix. 


Fig.  37. — (Pozzi.)    'Ketro-flexion  of  the  Uteetjs. 

The  fundus  lies  in  the  pouch  of  Douglas,  the  angle 
of  flexion,  varying  in  different  cases,  though  in  all  cases 
the  intra-abdominal  pressure  tends  to  drive  the  fundus 
to  the  bottom  of  the  pouch.  The  uterus  as  a  whole  is 
larger,  and  there  is  usually  endometritis.  At  the 
angle  of  flexion  either  wall  may  be  thinned,  though 
often  neither  is  affected  in  this  way.  There  is  con- 
gestion of  the  organ. 

The  ovaries  usually  follow  the  displaced  fundus,  and 
often  lie  by  its  side;  they  may  vary  in  position  owing 
to  peritonitic  adhesions. 
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The  bladder  may  be  pressed  upon  at  its  neck ;  the 
ureters  are  often  compressed,  leading  to  dilatation  in  the 
upper  portions,  and  this  may  tell  back  on  the  kidneys. 

The  rectum  may  be  pressed  upon. 

The  utero-sacral  ligaments  are  stretched. 

The  pelvic  nerves  may  be  pressed  upon,  causing  pain  ; 
or  sometimes  weakness  in  the  lower  limbs  is  caused. 

Etiology. — It  is  more  common  than  retro-version. 
It  occurs  chiefly  in  multiparas.  It  especially  follows  the 
puerperium.  If  the  patient  rises  too  soon,  works  hard, 
or  wears  tight  bandages,  when  the  uterus  is  enlarged 
and  the  ligaments  lax,  a  retro-flexion  is  very  apt  to 
be  caused.  It  may  follow  a  retro-version  produced  by 
other  causes. 

Symptoms. — Weakness  or  pain  in  the  back  or  a 
bearing-down  feeling;  pain  on  defalcation;  there  may 
be  frequency  of  micturition  or  trouble  in  making 
water;  leucorrhcea,  menorrhagia,  dysmenorrhcea,  some- 
times abortion,  sterility.  Very  often  there  are  symptoms 
due  to  chronic  pelvic  peritonitis,  which  is  present. 

Diagnosis. — On  vaginal  examination  the  cervix  is 
felt  low,  the  os  looking  directly  downwards.  The  body 
of  the  uterus  is  felt  through  the  posterior  fornix  con- 
tinuous with  the  cervix  uteri,  but  separated  from  it  by 
a  groove.  When  the  cervix  is  moved  the  body  moves 
also.  Bi-manually,  the  absence  of  the  body  through 
the  anterior  fornix  is  made  out. 
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The  following  conditions  may  be  mistaken  for 
retro-flexion : — 

1.  Fseces  in  the  rectum. 

2.  Deposit  in  the  pouch  of  Douglas — due  to  peri- 
tonitis, hsematocele,  or  cancer. 

3.  Cellulitis  behind  the  uterus. 

4.  Myoma  of  the  posterior  wall  of  the  uterus. 

5.  Prolapsed  ovary  or  small  ovarian  tumour. 

6.  Tubal  swelling  prolapsed  into  pouch  of  Douglas. 

Treatment. — 

1.  Treat  any  peritonitis  or  cellulitis  that  may  be 
present. 

2.  Replace  the  uterus  unless  it  be  bound  by  adhesions. 

The  methods  of  replacing  the  uterus  are : — 

(1)  By  the  recto-vaginal  bi-manual. 

(2)  With  the  sound. 

(3)  By  the  genupectoral  posture,  together  with 

recto -vaginal  manipulation,  and  the  use 
of  the  volsella  to  pull  down  the  uterus,  if 
necessary. 

3.  Retain  the  uterus  in  its  replaced  position. 

This  is  done  in  most  cases  by  means  of  the  Hodge 
or  Albert  Smith  pessary.  The  action  of  these  is  as 
follows : — the  upper  end  gives  a  point  d'appui  to  the 
posterior  fornix,  which,  running  over  this  end  as  a 
pulley,  draws  the  cervix  upwards  and  backwards,  the 
fundus  being  kept  forwards. 

The  pessary  should  be  changed  and  cleansed  every 
few  weeks.    After  a  time  the  uterus  may  keep  its  place 
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without  the  instrument.  It  may,  however,  require  to 
be  worn  for  years.  If  pregnancy  occurs  the  pessary 
need  not  be  worn  after  the  fourth  month. 

Sometimes  when  the  ovaries  are  prolapsed  and 
tender,  a  Hodge  or  Albert  Smith  pessary  may  cause 
too  much  pain.  Then,  an  ordinary  ring-pessary  may 
be  introduced  until  the  tenderness  has  subsided  after 
douching,  blistering,  etc. 

The  following  operations  are  recommended  in  some 
cases  instead  of  the  use  of  pessaries  : — 

1.  Removal  of  the  anterior  lip  of  the  cervix  and  an 
adjacent  bit  of  vaginal  wall ;  in  the  healing  process,  it  is 
said,  cicatrisation  causes  the  fundus  to  be  pulled  forward. 

2.  Alexander-Adams  operation — pulling  the  round 
ligaments  forwards,  and  stitching  them  to  the  abdominal 
ring  so  as  to  shorten  them. 

3.  Stitching  the  fundus  to  the  abdominal  wall. 
These  methods  are  still  on  trial. 

INVERSION  OF  THE  UTERUS. 

Pathology. — The  uterus  becomes  inverted,  its  peri- 
toneal surface  forming  a  hollow  depression.  The  fundus 
may  extend  down  through  the  cervix  into  the  vagina. 
The  os  externum  may  loosely  embrace  the  projecting 
part  or  may  constrict  it  firmly.  The  part  in  the  vagina 
looks  like  a  fibroid  polypus  in  shape,  but  it  is  softer 
and  of  a  deeper  red,  and  bleeds  easily  when  handled. 
The  mucous  membrane  may  become  ulcerated,  gan- 
grenous, or  hypertrophied ;  it  may  get  covered  with 
thick  stratified  squamous  epithelium. 
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The  cervix  is  rarely  displaced ;  sometimes  it  may  be 
partly  inverted. 

The  vagina  may  become  inverted,  if  the  uterus  as  a 
whole  gets  prolapsed. 

The  tubes  and  ovaries  and  intestines  may  at  first 
lie  within  the  inverted  uterus  but  afterwards  are 
drawn  out.  In  old  cases  the  opening  into  the  depres- 
sion becomes  very  contracted. 

Adhesions  very  rarely  form  between  the  peritoneal 
edges  of  the  depression.  The  bladder  is  unaltered  in 
position  unless  there  is  prolapse  of  the  whole  uterus, 
in  which  case  cystocele  is  produced. 

Causes. — Inversion  occurs  under  two  conditions: — 
(1)  In  the  pnerperium.  (2)  With  tumours  —  e.g., 
sarcoma  growing  in  the  body  of  the  uterus,  at  or  near 
the  fundus. 

1.  In  the  puerperium  it  may  be  produced  in  two 
ways : — 

(1)  By  traction  on  the  umbilical  cord  in  order  to 

pull  the  placenta  from  a  uterus  which  is 
neither  retracted  nor  contracted. 

(2)  By  paralysis  of  the  part  of  the  wall  to  which 

the  placenta  was  attached,  this  part  be- 
coming depressed  towards  the  uterine 
cavity,  the  rest  of  the  wall  contracting 
around  it.  Intra-abdominal  pressure  will 
help  to  press  the  depressed  portion  still 
further  down. 

2.  In  cases  of  tumour  growth,  or  malignant  infiltra- 
tion of  the  wall,  inversion  may  take  place  through  the 
weakening  of  that  part  of  the  uterus  affected  by  the 
new  growth. 
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Symptoms. — When  the  inversion  occurs  suddenly, 
there  is  a  feeling  of  something  giving  way,  pain,  hae- 
morrhage, and  often  collapse  ;  there  is  also  retention 
of  urine. 

In  chronic  inversion  the  symptoms  are  haemorrhage, 
bearing-down  pain  in  the  pelvis,  weakness  and  anaemia. 

Diagnosis.  —  By  the  vagina  examination,  a  mass 
is  felt,  which  is  either  rounded  or  moulded  by  the 
vaginal  walls ;  above,  the  cervix  can  be  felt  surrounding 
it.  The  finger  may  sometimes  be  passed  up  the  cervix 
for  a  distance,  but  in  other  cases  owing  to  its  contrac- 
tion, or  to  the  presence  of  adhesions  in  the  canal,  this 
may  be  impossible. 

Bi-manually,  the  rim  of  the  depression  caused  by 
the  inversion  is  made  out.  By  the  rectum  this  also 
can  be  made  out. 

The  condition  must  be  distinguished  from : — 

1.  Intra-uterine  polypus. 

2.  Intra-uterine  polypus  extending  into  vagina, 

3.  Intra-uterine  polypus  with  inversion. 

4.  Prolapsus  uteri. 

5.  Inversion  with  prolapsus  uteri. 

Results. — Spontaneous  cure  may  take  place.  In 
most  cases  anaemia,  haemorrhage,  septicaemia,  or  peri- 
tonitis supervenes.  In  a  few  cases  the  patient  seems 
to  get  accustomed  to  the  condition  and  to  get  along 
very  well  with  it. 

Treatment. — 

I.  REPOSITION. 

1.  Rapid  Method.— The  patient's  bladder  and 
rectum  must  be  emptied.     Chloroform  must  be  given. 
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For  a  few  days  befoi-e  the  operation  it  is  well  to 
dilate  the  vagina  with  a  large  Barnes'  bag,  so  as  to 
make  room. 

The  uterus  may  be  replaced  by  manual  manipu- 
lation, being  gradually  pushed  up;  or  White's  repositor 
may  be  used  to  aid  the  hand.  If  necessary,  the  cervix 
may  be  incised  to  lessen  its  resistance. 

2.  Sloiv  Method. —  By  continuous  elastic  pressure. 
Hydrostatic  pressure  in  a  rubber  bag  placed  in  the 
vagina  has  been  used ;  also,  a  cup  on  a  stem  with 
elastic  bands,  which  are  fixed  to  an  abdominal  belt. 
The  pressure  must  act  in  the  line  of  the  axis  of  the 
inverted  uterus,  and  there  must  be  counter  pressure 
over  the  hypogastrium. 

The  pressure  is  kept  up  for  one  to  three  weeks. 

In  inversion  due  to  tumour  growth,  the  tumour 
must  first  be  removed,  if  it  be  benign;  if  of  a 
malignant  nature,  the  question  of  removing  the 
whole  uterus  must  be  considered. 

II.  AMPUTATION. 
After  all  means  at  reposition  have  failed,  ampu- 
tation may  be  performed. 

MYOMA  UTERI. 

Fibroid  Tumours.  Fibro-Myoma. 

They  are  in  most  cases  connected  with  the  body, 
and  are  more  common  in  the  posterior  than  in  the 
anterior  wall.  Only  occasionally  do  they  grow  in 
the  cervix. 
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Nature. — They  are  composed  of  non-striped  muscle 
and  fibrous  tissue ;  the  proportions  of  these  vary  in 
different  cases.  When  the  muscle  is  in  great  excess 
the  tumour  is  of  a  soft  consistence,  flesh-coloured, 
passing  gradually  into  the  uterine  wall,  and  usually 
single ;  this  form  is  not  common. 

The  ordinary  fibro-myoma  is  firm,  pale  in  colour, 
and  surrounded  by  loose  connective  tissue  which,  with 
the  surrounding  muscular  wall,  forms  the  capsule  of 
the  tumour;  the  tumour  may  be  free  from  the  sur- 
rounding uterine  wall,  or  may  be  connected  with  it 
at  one  part. 

The  capsule  is  usually  richly  vascular;  few  vessels 
pass  into  the  tumour.  On  section  the  tumour  h 
glistening  surface  and  presents  the  so-called  "cotton- 
ball"  appearance,  the  muscle  being  arranged  in  many 
centres,  surrounded  with  the  fibrous  tissue.  Though 
the  tumour  proper  contains  nerves,  it  is  not  sensitive. 
This  form  of  tumour  is  very  often  multiple. 

Fibroids  grow  slowly ;  the  more  muscular  tissue  the 
more  rapid  the  growth. 

During  pregnancy  they  increase  at  a  more  rapid 
rate;  after  delivery  they  often  become  smaller,  and 
may  sometimes  disappear.  After  the  menopause,  which 
is  usually  later  in  fibroids,  their  growth  stops  and  they 
may  shrink  considerably. 

The  following  changes  occur  in  fibroids : — 

1.  Softening,  due  to  oedema,  fatty  degeneration,  or  to 
myxomatous  change. 

2.  Induration,  due  to  gradual  disappearance  of  the 
muscular  tissue,  and  to  contraction  and  hardening  of 
the  fibrous  tissue.  This  is  the  usual  post-menopausal 
change. 
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3.  Calcification  owing  to  the  deposition  of  limesalts 
in  the  tumour.  The  deposit  usually  begins  in  the 
centre,  sometimes  in  the  outer  layers.  A  calcified 
fibroid  is  often  called  a  "  womb-stone." 

4.  Suppuration  may  take  place  in  sub-mucous  fibroids 
from  operative  interference,  and  from  constriction  of 
its  neck  while  it  is  being  naturally  expelled.  In  sub- 
peritoneal fibroids  it  may  result  from  torsion  of  the 
pedicle  or  along  with  calcification. 

5.  Sarcomatous  degeneration  is  sometimes  found. 


Fig.  38.—  (Pozzi.) 
Sub-Pbkitoneal  Myoma  cut  open. 


In  the  beginning  all  are  interstitial. 

Varieties.— Sub-peritoneal,  interstitial,  sub-mucous. 
I.  IN  THE  BODY. 

1.  Sub -'peritoneal. — These  grow  into  the  peritoneal 
cavity.  The  pedicle  varies  in  thickness;  mobility  of 
the  tumour  depends  on  size  of  pedicle. 
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The  tumour  may  grow  upwards  and  reach  a  large 
size,  iu  which  case  it  draws  the  uterus  up,  and  causes  it 
to  be  lengthened.  It  may  lie  in  the  pelvis  from  the 
first,  or  fall  there  on  account  of  possessing  a  long  pedicle, 
and  may  produce  pressure  symptoms,  even  becoming 
incarcerated. 

Torsion  of  the  pedicle  may  occur  in  some  cases.  As 
a  result  oedema  occurs.  Adhesions  form  between  the 
tumour  and  neighbouring  structures,  and  these  may 
give  a  new  blood-supply  to  the  tumour  which  may  be 
sufficient  for  its  growth  after  the  pedicle  has  given 
way,  as  it  sometimes  does  after  torsion.  Suppuration, 
or  gangrene,  and  fatal  peritonitis  may  result. 


Fig.  39.—  (Pozzi.) 
Interstitial  Myoma  at  Fundus,  cut  into  in  several  places. 

2.  Interstitial. — These  remain  in  the  uterine  wall, 
and  do  not  become  pediculated  ;  there  may  be  as  many 
as  forty  or  fifty  present. 

3.  Sub-mucous. — These  are  very  important  practi- 
cally.   They  project  into  the  uterine  cavity,  the  pedicle 
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varying  in  size.  It  is  covered  by  a  capsule.  Uterine 
contractions  tend  to  make  them  more  and  more  poly- 
poidal, so  that  they  may  hang  in  the  vagina.  The 
capsule  in  some  cases  may  rupture,  the  tumour  being 
expelled — spontaneous  enucleation. 


Fig.  40.—  (Poszi.) 

SuB-Mucotrs  Myoma  projecting  into  the  Vagina 
as  A  Polypus. 

Changes  in  the  Uterus. — Its  position  is  altered. 
It  may  be  drawn  upwards  by  a  large  sub-peritoneal 
tumour,  and  is  sometimes  twisted  on  itself.  In  other 
cases  it  may  be  forced  down  and  prolapsed.  It  may  be 
pushed  to  one  side.  It  may  be  inverted  by  a  sub- 
mucous fibroid. 

Its  size  is  enlarged,  the  wall  becoming  hypertro- 
phied,  especially  in  sub-mucous  or  interstitial  fibroids. 
In  the  sub-mucous  form  especially  the  mucous  mem- 
brane is  also  hypertrophied. 
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II.  IN  THE  CERVIX. 

Here  they  rarely  occur.  They  may  grow  outwards 
towards  the  peritoneum,  or  downwards  into  the  para- 
vaginal tissue,  or  into  the  vagina.  The  first  two 
varieties  may  become  incarcerated.  The  last  may  be 
mistaken  for  inversion  or  prolapse  of  the  uterus. 

Etiology. — Some  say  they  are  due  to  degenerated 
blood-vessels,  others  to  parasitic  irritation.  They  are 
related  to  the  period  of  sexual  activity.  It  is  believed 
that  they  do  not  arise  before  puberty  or  after  the 
menopause.  The  majority  of  patients  seek  advice 
between  thirty  and  forty. 

Symptoms. — Haemorrhage  is  a  marked  symptom. 
It  occurs  as  menorrhagia  and  as  metrorrhagia.  The 
blood  comes  from  the  hypertrophied  mucous  membrane 
of  the  uterus;  when  the  fibroid  projects  as  a  sub- 
mucous polypus,  and  the  pedicle  gets  constricted,  there 
may  be  bleeding  also  from  the  congested  mucous  mem- 
brane covering  the  tumour.  Ulceration  of  the  mucous 
membrane  over  the  tumour,  or  rupture  of  veins  in  the 
capsule  may  also  give  rise  to  haemorrhage ;  in  the  latter 
case  it  may  be  sudden  and  sometimes  fatal. 

In  sub-peritoneal  fibroids  there  is  no  menorrhagia  or 
irregular  bleedings. 

Dysmenorrhoea  is  common.  "When  there  is  a  sub- 
mucous polypus  it  gets  congested  at  the  menstrual 
period,  and  the  contractions  of  the  uterus  occur  in  the 
effort  to  expel  it;  these  pains  are  like  labour  pains. 
In  the  case  of  interstitial  and  sub-peritoneal  tumours 
of  some  size,  the  pain  is  of  a  dragging  nature. 
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With  large  tumours  there  may  be  a  feeling  of 
weight  or  bearing-down.  When  a  tumour  is  incar- 
cerated in  the  pelvis  the  pain  at  the  menstrual  period 
is  very  intense.  Pain  may  of  course  be  due,  in  some 
cases,  to  peritonitis  over  the  tumour  or  to  torsion  of 
the  pedicle.  There  may  be  pains  in  the  legs  or 
neuralgic  pains  in  other  parts  of  the  body. 

Pressure  symptoms  are  important.  The  bladder 
may  be  pressed  on,  causing  frequency  of  micturition  ;  or 
the  urethra,  causing  difficulty  of  micturition  or  retention  ; 
this  may  occur  in  some  cases  at  each  menstruation.  A 
small  fibroid  pressing  on  the  bladder  may  produce 
symptoms  like  those  of  cystitis  in  some  cases. 

Pressure  on  the  rectum  may  cause  constipation  or 
obstruction,  sometimes  diarrhoea. 

Pressure  on  the  veins  causes  hemorrhoids  and 
varicosity  in  the  legs.  Pressure  on  the  ureters  leading 
to  hydronephrosis  only  rarely  occurs. 

Sterility  is  common.  If  pregnancy  occurs,  abortion 
is  apt  to  follow ;  if  the  case  go  on  to  full  time,  the 
labour  may  be  very  troublesome  and  dangerous. 

Course  of  the  Disease. — Sometimes,  it  is  said, 
fibroids  disappear.  Such  cases  are  probably  chiefly 
met  with  in  the  puerperium.  A  few  may  occur  at  the 
menopause. 

At  the  menopause  a  diminution  in  size  only  is  the 
usual  change. 

Expulsion  of  the  tumour  may  take  place,  by  its 
pediculation  and  extrusion  as  a  polypus,  by  enucleation 
from  its  capsule,  or  by  suppuration  and  breaking  down 
of  the  tumour. 
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Death  may  result  from  acute  peritonitis  with  or 
without  torsion,  from  loss  of  blood,  from  uraemia  due 
to  pressure  on  the  ureters,  and  from  suppuration  in 
the  tumour. 

Physical  Diagnosis. — 

I. — SMALL  FIBROID  TUMOURS. 

(1)  Pediculated  sub-mucous  fibroids  are  easily  made 
out  by  passing  the  finger  through  the  os.  When  they 
are  large  and  project  into  the  vagina  they  may  be 
mistaken  for  inversion  of  the  uterus. 

(2)  Small  interstitial  fibroids  low  down  may  lead  to 
difficulty  in  diagnosis,  when  they  bulge  one  lip  of  the 
cervix  markedly.  They  are  apt  to  be  mistaken  for 
inversion. 

(3)  Small  interstitial  fibroids  high  up  or  sub-peri- 
toneal ones  with  a  broad  pedicle  may  be  easily  missed. 
The  bi-manual  with  the  sound  helps  to  make  out  the 
condition. 

The  conditions  from  which  small  fibroids  —  sub- 
mucous or  interstitial,  require  to  be  diagnosed  are : — 

Inversion  of  the  uterus. 
Chronic  metritis. 
Early  pregnancy. 
Ante-  and  retro-flexion. 

Those  from  which  small  sub-peritoneal  fibroids  must 
be  diagnosed  are  : — 

Swellings  of  ovary. 
Swellings  of  Fallopian  tube. 
Swellings  in  the  broad  ligament. 

K 
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II. — LARGE  TUMOURS. 

The  tumour  can  be  well  defined,  and  has  a  firm 
consistence  in  most  cases.  Soft  fibroids  may  give  a 
deceptive  feeling  as  of  a  cystic  mass. 

The  tumour  is  in  intimate  union  with  the  uterus. 
Sub -peritoneal  fibroids  have  a  range  of  movement 
depending  on  their  size,  the  length  of  the  pedicle,  and 
the  number  of  adhesions. 

On  percussion  the  note  is  dull  unless  there  are  in- 
testines in  front  of  the  tumour.  A  uterine  souffle  is 
heard,  especially  at  the  sides ;  it  is  not  heard  in  the 
case  of  sub-peritoneal  tumours  with  a  small  pedicle. 

On  vaginal  examination  the  uterus  may  be  lifted 
high  up,  or  may  be  in  various  other  positions.  On 
bi-manual  the  uterus  and  tumour  appear  as  one  mass, 
save  in  some  cases  of  sub-peritoneal  tumours  with  well- 
marked  pedicles.  The  passage  of  the  sound  shows  that 
the  uterine  cavity  is  enlarged  ;  the  passage  may  be 
difficult  or  impossible. 

Larsre  fibroids  must  be  diagnosed  from  : — 

(1)  Advanced  pregnancy. 

(2)  Ovarian  and  parovarian  tumours. 

(3)  Extra  uterine  pregnancy. 

(4)  Blood  effusions. 

(5)  Inflammatory  deposits. 

Treatment. — 

I. — MEDICAL. 

Where  the  tumour  is  growing  rapidly  a  low  non- 
stimulating  diet  is  valuable.    Give  ergot  or  Hydrastis 
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Canadensis  internally.  When  there  is  discomfort  or 
any  tendency  to  haemorrhage,  the  patient  should  give 
up  heavy  woi'k  and  rest  awhile  each  day,  taking 
special  care  at  each  menstrual  period.  The  support  of 
the  uterus  by  a  Hodge  pessary  when  bearing-down  is 
complained  of,  often  gives  relief ;  likewise,  a  binder  is 
good  to  wear  where  the  fibroid  is  very  large. 

When  a  tumour  tends  to  fill  the  pelvis,  it  should  be 
pushed  above  the  brim  so  as  not  to  become  incarcerated. 

II.  — ELECTRICAL. 

This  treatment  does  not  cause  disappearance  of  the 
tumours  ;  it  only  relieves  symptoms. 

Galvanic  electricity  is  employed.  One  pole  is 
attached  to  a  large  plate  placed  on  the  abdomen, 
the  other  is  introduced  by  means  of  a  sound  into 
the  cavity  of  the  uterus,  or  in  the  case  of  projecting 
polypi  into  the  tumour-mass.  In  all  cases  anti- 
septic precautions  are  used. 

The  internal  electrode  is  usually  negative,  save  when 
the  fibroid  bleeds  much;  in  that  case  the  positive  is 
introduced  because  of  its  strong  haemostatic  action. 
The  applications  are  made  every  few  days,  the 
strength  of  current  in  different  cases  varying  from 
70  to  250  milliamperes. 

III.  — SURGICAL. 

1.  Removal  by  the  Vagina.— By  this  method, 
sub-mucous  polypi  are  removed.  The  difficulty  of  the 
operation  depends  on  the  size  of  the  tumour.  Strict 
antiseptic  precautions  must  be  used.  Small  tumours 
may  be  twisted  off  by  forceps. 
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Larger  ones  may  be  removed  by  means  of  the  chain 
or  wire  ecraseur,  or,  if  the  pedicle  is  easily  reached,  it 
may  be  ligatured  and  the  tumour  removed.  Very  large 
tumours  may  be  removed  piecemeal  by  means  of  the 
ecraseur,  by  means  of  a  spiral  incision  with  a  bistoury, 
whereby  the  tumour  is  gradually  drawn  down  or,  best 
of  all,  by  cutting  through  the  capsule  of  the  tumour, 
shelling  out  the  latter,  and  then  ligaturing  the  capsule 
as  high  as  possible. 

In  cases  where  the  cervix  is  not  sufficiently  dilated, 
it  may  be  dilated  or  incised.  Sometimes,  in  nulliparae 
it  may  be  necessary  to  stretch  the  vulva  and  incise  the 
perineum  in  order  to  get  room. 


2.  Operations  through  the  Abdominal  Walls. — 

1.  Removal  of  the  appendages.  This  brings  on 
the  menopause,  checking  the  growth  of  the  tumour 
and  the  haemorrhage,  and  causing  an  improvement  in 
the  patient's  condition  in  most  cases. 

2.  Removal  of  the  tumour. 

(1)  Subserous  pediculated. — Here  the  pedicle  is 
transfixed  and  ligatured,  and  the  tumour  removed. 

(2)  Tumours  growing  into  the  broad  ligament. — 
These  require  to  be  enucleated,  the  resulting  cavity 
is  closed  by  means  of  sutures. 

(3)  Interstitial  tumour. 

(a)  Enucleation  may  be  performed,  and  the  cavity 
closed  by  continuous  suture. 
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(b)  Eemoval  of  the  tumour  along  with  part  or 
whole  of  the  uterus — hysterectomy.  After 
the  abdomen  is  opened  the  broad  ligaments 
are  ligatured  from  above  downwards  and 
inwards,  as  far  as  the  level  of  the  cervix, 
where  the  amputation  is  to  be  made ;  the 
uterus  is  then  separated  from  the  liga- 
ments. A  temporary  elastic  ligature  is 
then  placed  around  the  cervix,  and  the 
uterus  with  the  tumour  removed,  the 
stump  being  left  in  a  V-shape ;  the  latter 
is  then  carefully  ligatured,  the  peritoneal 
edges  being  carefully  approximated;  others 
prefer  to  treat  the  stump  extra-peritoneally. 
It  is  carried  through  the  abdominal  inci- 
sion, and  may  be  kept  in  position  by  Tait's 
or  Keith's  clamp  or  the  Serre-nceud ;  or 
it  may  be  merely  ligatured  and  stitched 
carefully  to  the  edges  of  the  wound. 

Resume  of  Treatment. — 

1.  Sub-mucous  polypoidal  fibroids  should  be  removed. 

2.  Sub-peritoneal  fibroids,  causing  no  symptoms,  are 
to  be  left  alone. 

3.  Rapidly  growing  or  hemorrhagic  tumours  should 
be  treated  by  operation,  if  the  patient  be  not  near  the 
menopause. 

(1)  The  appendages  may  be  removed. 

(2)  The  tumour  may  be  removed. 
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FIBRO-CYSTIC   TUMOUR  OF  THE 
UTERUS. 

Pathology. — These  are  fibroids  in  which  collections 
of  fluid  have  occurred.  The  cavities  may  be  dilated 
lymphatics,  or  caused  by  mucoid  or  sarcomatous 
degeneration. 

Symptoms. — Like  those  of  fibroids.  As  most  are 
sub-peritoneal,  menorrhagia  is  not  common. 

Diagnosis.  —  Vide  Fibroids.  They  may  be  mis- 
taken for  ovarian  tumours,  or  for  very  soft  fibroids. 

Treatment. — Removal  by  laparotomy. 


INTRA- UTERINE  POLYPI. 

Varieties. — 

(1)  Sub-mucous  fibroids. 

(2)  Mucous  polypi,  or  simple  adenomata. 

(3)  Pediculated  Nabothian  follicles. 

(4)  Placental  and  fibrinous  polypi. 

(5)  Cervical  papilloma. 

I. —  SUB-MUCOUS  FIBKOIDS. 

These  have  been  described  under  Fibroids. 

II. —  MUCOUS  POLYPI. 

These  develop  mostly  from  the  cervical  mucosa. 
They  .ire  soft  and  vary  from  the  size  of  a  pea  to  that  of 
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an  almond  ;  they  are  cherry-red,  being  very  vascular. 
There  are  usually  more  than  one.  Microscopically, 
they  are  seen  to  consist  of  spaces  lined  with  columnar 
or  cubical  epithelium  lying  in  a  connective  tissue 
stroma.  The  same  epithelium  covers  the  surface,  save 
in  cases  where  it  occurs  near  the  os  externum,  when 
the  covering  may  be  more  or  less  stratified  squamous 
epithelium. 

III. — PEDICULATED  NABOTHIAN  FOLLICLES. 

These  have  been  described  under  chronic  cervical 
catarrh. 

IV. — PLACENTAL  POLYPI. 

These  occur  after  incomplete  removal  of  the  pla- 
centa in  delivery.  On  the  remains  of  the  placenta, 
blood  is  poured  forth  and  fibrin  is  formed ;  a  mass  may 
be  formed  as  large  as  an  egg. 

After  an  abortion  the  same  thing  may  occur  with 
decidua  left  behind. 

There  may  be  a  good  deal  of  haemorrhage,  and  a 
foul  discharge  from  these. 

V. — CERVICAL  PAPILLOMA. 

A  rare  condition.  It  is  of  a  cauliflower  shape.  It 
may  be  simple,  but  most  are  malignant. 

Symptoms.  —  Menorrhagia,  metrorrhagia,  dys- 
menorrhoea,  leucorrhoea,  discomfort,  sterility. 

The  bleeding  in  the  case  of  the  fibroid  polypus 
comes  from  the  hypertrophied  uterine  mucosa  or  rarely 
from  rupture  of  veins  in  the  tumour-capsule ;  in  the 
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case  of  the  mucous  polypus  it  comes  from  the  tumour 
itself.  The  bleeding  may  be  very  bad ;  the  patient 
may  have  a  cachectic  look  which  may  lead  to  the 
suspicion  of  malignancy. 

The  dysmenorrhoea  is  due  to  the  efforts  of  the  uterus 
to  expel  the  polypus,  and  is  only  marked  with  a  poly- 
pus of  some  size. 

Occasionally  morning  sickness,  pigmentation  of  the 
breasts  and  abdomen  may  be  present  with  polypi. 

Diagnosis. — 

I. — WHEN  THE  OS  EXTERNUM  IS  DILATED. 

The  cavity  may  be  explored  with  the  finger.  If  the 
tumour  be  firm  or  larger  than  a  large  almond,  and  the 
uterine  cavity  be  enlarged,  the  tumour  is  a  fibroid ;  if 
it  be  small,  soft,  and  bleeds  easily,  or  if  there  be  more 
than  one  small  polypus,  the  tumour  is  mucous.  In  the 
latter  case  the  uterus  is  not  necessarily  enlarged. 

On  bi-manual  the  uterus  is  found  enlarged  with 
fibroids,  and  not  enlarged  with  mucous  polypi,  unless 
metritis  be  present. 

By  specular  examination  the  mucous  polypus  is  a 
bright  cherry  red.  The  fibroid  is  not  so  red,  and  may 
be  very  pale  if  the  capsule  be  ruptured ;  if  the  surface 
be  ulcerated  or  sloughing,  it  appears  different. 

IL — WHEN  THE  OS  EXTERNUM  IS  NOT  DILATED. 

Here  the  bi-manual  and  sound  may  help.  If  the 
uterus  be  clearly  enlarged  there  may  be  a  fibroid 
polypus.  Dilatation  and  examination  with  the  finger 
is  sometimes  necessary. 
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If  the  uterus  be  not  much  enlarged,  the  diagnosis 
is  more  difficult;  it  is  not  likely,  however,  to  be  a 
fibroid  polypus.  Mucous  polypi  are  not  easily  detected 
with  the  sound.  Dilatation  and  digital  examination 
may  be  necessary,  or  the  curette  may  be  used. 

The  following  conditions  may  be  mistaken  for 
polypi.— 

1.  Inversion  of  the  uterus. 

2.  Inversion  and  fibroid  polypus. 

3.  Malignant  disease  of  body  or  cervix. 

Treatment. — 

All  polypi  should  be  removed.  For  the  removal  of 
fibroid  forms,  vide  page  131.  Small  mucous  and  other 
polypi  may  be  twisted  off  with  forceps,  or  removed 
with  the  curette. 


CARCINOMA  UTERI. 

About  98  per  cent,  of  cases  occur  in  the  cervix 
2  per  cent,  in  the  body. 


CANCER  OF  THE  CERVIX. 

Pathology.  —  There  are  three  varieties  —  viz., 
encephaloid  or  medullary,  schirrous,  epitheliomatous. 
The  first  two  affect  especially  the  columnar  epithelium 
lining  the  cervical  canal  and  its  glands;  the  latter 
arises  from  the  squamous  epithelium  covering  the 
vaginal  portion  of  the  cervix. 
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Carcinoma  may  begin  in  the  substance  of  the  cervix 
as  a  hard  nodule,  afterwards  working  to  the  surface  and 
increasing  in  size.  It  may  commence  in  the  canal  and 
spread  in  the  mucous  membrane.  It  may  start  in  the 
vaginal  portion  of  the  cervix  as  a  papillomatous  tumour, 
or  as  an  ulcerating  surface. 

In  the  early  stages  these  forms  may  be  disting- 
uished ;  later,  they  cannot  be.  The  cancer  spreads  in 
the  following  direction — viz.,  upwards  into  the  uterus, 
downwards  into  the  vagina,  outwards  into  the  con- 
nective tissue.  The  spread  occurs  both  by  lymphatic 
distribution,  and  by  direct  tissue  invasion. 


Fig.  41.— f  Wyder.) 
Cancerous  Nodule  in  the  Cervix. 


Cancer  of  the  vaginal  portion  tends  to  affect  the 
fornices  and  adjacent  connective  tissue  and  not  to  ex- 
tend upwards.  Cancer  of  the  rest  of  the  cervix  tends 
to  affect  the  neighbouring  connective  tissue  and  also 
to  spread  up  into  the  uterus. 
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Along  with  cancer,  the  mucous  membrane  of  the 
uterus  is  often  found  to  be  in  a  state  of  hyperplastic 
endometritis. 

As  the  cancer  grows  it  may  extend  to  neighbouring 
structures.  It  may  affect  the  bladder  wall,  setting  up 
first  vesical  catarrh,  then  sloughing,  and  finally  per- 
foration of  the  wall.  The  ureters  are  often  involved 
by  pressure,  or  by  direct  infiltration  of  their  walls; 
thus,  dilatation  of  their  upper  parts,  hydronephrosis 
and  atrophy  of  the  kidney  may  result. 


Fig.  42.—  ( Pozzi.) 
Canoer  of  Cervix — papillomatous  variety — 
spreading  to  Vagina. 

The  cancer  may  cause  a  perforation  into  the  rectum, 
or  into  both  bladder  and  rectum.  The  peritoneum  is 
rarely  opened  into,  because,  as  the  disease  advances 
towards  it,  peritonitis  is  set  up,  thickening  it. 

Etiology. — It  seems  to  be  more  frequent  in  this 
country  than  it  was  in  former  years.  It  is  more 
common  in  whites  than  in  blacks.     It  seems  in  a 
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considerable  number  of  cases  to  run  in  families.  It 
does  not  occur  before  puberty.  Below  twenty  years 
of  age  it  very  rarely  occurs ;  it  mostly  occurs  from 
forty-five  to  fifty-five,  and  tben  from  fifty-five  to 
sixty-five.  It  is  more  common  among  the  poor  than 
among  the  rich. 

Local  predisposing  causes  are  erosion  of  the  cervix, 
laceration  of  the  cervix,  and  frequent  child-bearing. 


Fig.  iS.—(Pozzi.) 
Cancek  of  Cervix,  with  Perforation  of  Bladder. 

Symptoms.— 

1.  Local.— In  the  early  stage  there  are  usually  no 
symptoms  ;  occasionally,  pain  may  be  met  with  early 
when  there  is  early  infiltration  of  connective  tissue  or 
of  the  uterus.  After  a  time,  however,  well-marked 
symptoms  are  generally  present.  Hccmorrhage  is 
often  first  noticed.    It  may  be  as  menorrhagia  or  as 
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metrorrhagia.  The  patient  may  notice  the  leucorrhoeal 
discharge  more  or  less  tinged,  or  she  may  notice  a 
sudden  sharp  haemorrhage.  It  may  come  on  at 
defalcation  after  straining  at  stool  or  at  coitus. 

As  these  symptoms  often  occur  in  women  near  the 
menopause,  they  very  generally  neglect  to  seek  advice, 
thinking  that  the  cause  is  the  common  one ;  hence  in 
cancerous  cases,  this  neglect  may  be  a  very  serious 
matter. 

In  the  very  late  stages  haemorrhage  is  not  a  marked 
symptom,  unless  a  large  vessel  should  be  ulcerated 
through. 

A  bad -smelling  discharge  is  a  very  prominent 
feature  whenever  breaking  -  down  and  ulceration  of 
tissue  occurs.  (In  the  cauliflower  epithelioma  before 
breaking  -  down  has  begun,  there  may  be  excessive 
clear  serous  discharge.)  The  discharge  is  composed 
of  serum,  broken-down  tissue,  pus-cells,  fatty  de- 
generated cells,  etc.,  with  often  more  or  less  blood. 

The  colour  varies  greatly  —  white,  yellow,  gray, 
green,  reddish-brown,  blood-stained. 

Pain  is  often  present,  though  in  some  cases  it  is 
scarcely  even  noticed  during  the  whole  course  of  the 
disease.  In  the  very  earliest  stage  it  is  not  noticed, 
but  when  the  body  of  the  uterus,  or  the  cellular  tissue 
is  infiltrated,  it  is  felt.  It  varies  in  character ;  it  may 
be  dull  or  sharp,  and  may  shoot  down  the  thighs. 
Where  there  is  much  breaking-down  of  tissue  there  is 
less  tendency  to  pain.  It  must  be  remembered  that 
pain  may  be  in  some  cases  due  to  localised  peritonitis. 
Sympathetic  pains  in  the  mamma;  and  other  parts 
occur  in  some  cases. 
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2.  General. — There  is  loss  of  flesh  and  debility  as 
the  disease  advances.  In  the  early  stage  the  patient 
may  look  perfectly  healthy.  The  weakness  and  pain 
usually  lead  to  the  so-called  "  Cancerous  appearance." 
There  is  loss  of  appetite  and  digestive  disturbance. 
There  is  difficulty  or  pain  on  micturition  and  defalca- 
tion when  bladder  and  rectum  are  affected ;  when 
these  structures  are  opened  into,  their  contents  pass 
by  the  vagina. 

In  advanced  stages  the  patient  has  a  well-marked 
odour,  unless  the  discharge  be  thoroughly  disinfected. 
Itchiness  and  redness  of  the  outer  genitals  may  be 
caused  if  the  discharge  is  allowed  to  run  over  them. 

The  skin,  in  advanced  stages,  gets  a  yellowish  tinge. 

Diagnosis. — In  the  very  early  stages  this  may  be 
a  very  difficult  matter.  A  hardness  may  be  felt  in  the 
cervix,  the  ulcerative  form,  or  the  cauliflower  form  on 
the  vaginal  surface,  or  the  variety  commencing  in  the 
mucosa  lining  the  canal,  might  be  recognised  by  the 
finger.  In  most  cases  the  patients  are  not  seen  until 
the  disease  has  progressed,  when  the  diagnosis  is 
easy.  The  hardness  of  the  newly-formed  infiltrating 
cancer  is  a  very  important  sign.  In  most  cases  the 
examination  causes  a  little  bleeding.  In  doubtful 
cases  small  bits  may  be  removed  and  examined. 

The  rectal  examination  is  very  important  in  all 
cases,  in  order  to  determine  the  spread  of  the  disease. 

Cancer  of  the  cervix  must  be  diagnosed  from  :— 

1.  Hypertrophy  of  the  cervix. 

2.  Endocervicitis  with  Nabothian  follicles. 
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3.  Syphilitic  ulceration,  and  condyloma  on  the 

cervix. 

4.  Cervical  polypus. 

5.  Sloughing  polypus. 

6.  Retained  bit  of  placenta  or  membrane. 

7.  Sarcoma  of  cervix,  fibroid  of  cervix. 

8.  Diphtheritic  patch. 

9.  Lupoid  ulceration. 

Causes  of  Death.— Weakening  of  the  system, 
uraemia,  peritonitis,  septicaemia,  haemorrhage,  venous 
thrombosis. 


Treatment. — The  only  cure  is  to  remove  the  entire 
cancer.  This,  of  course,  can  only  be  clone  in  the  early 
stage.    There  are  two  methods  of  carrying  this  out :  

1.  High  amputation  of  the  cervix. 

2.  Total  extirpation  of  the  uterus  by  the  vagina. 

There  is  a  dispute  as  to  the  relative  values  of  these 
operations.    Both  have  been  used  with  good  results. 

I.  HIGH  AMPUTATION  OF  THE  CERVIX. 

This  should  only  be  done  where  the  cancer  grows 
from  the  vaginal  surface  of  the  cervix.  The  operation 
has  already  been  described  (page  107). 

II.  TOTAL  EXTIRPATION  OF  THE  UTERUS  BY  THE  VAGINA. 

The  patient  is  placed  in  the  lithotomy  position, 
and  all  the  usual  antiseptic  precautions  are  observed. 
The  uterus  is  drawn  downwards  and  forwards,  and 
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the  pouch  of  Douglas  opened  into  by  a  transverse 
incision;  bleeding  from  the  raw  edges  is  checked  by 
catgut  ligatures  passing  transversely  from  peritoneal 
to  vaginal  surface. 

Next  draw  the  cervix  downwards  and  backwards, 
and  open  by  a  transverse  incision  into  the  utero-vesical 
pouch.  Then  with  a  curved  needle  pass  a  series  of 
ligatures  through  the  broad  ligaments  on  each  side 
of  the  uterus,  taking  care  not  to  go  out  far  enough 
to  injure  the  ureters;  each  is  tied  after  it  is  passed. 
With  scissors  the  uterus  is  gradually  cut  away  from 
the  ligaments. 

The  stumps  of  the  ligaments  are  then  drawn  down 
into  the  opening  into  the  vagina.  If  the  opening  be 
too  large  it  can  be  made  smaller  with  a  catgut  suture. 
The  wound  is  dressed  with  iodoform  and  an  iodoform 
gauze  plug  is  placed  in  the  vagina.  If  the  disease 
has  spread  too  far  for  removal  the  only  treatment  left 
is  of  a  palliative  nature. 

LOCAL  PALLIATIVE  TREATMENT. 
Many  believe  in  removing  as  much  of  the  disease 
as  possible  whereby  temporary  improvement  may  be 
gained.    There  are  various  methods: — 

(1)  Applications  of  strong  caustics  —  e.g.,  nitric 

acid,  zinc  chloride,  etc. 

(2)  Scraping  out  of  diseased  tissue. 

(3)  Amputation  of  the  cervix. 

(4)  Either  of  the  latter  two  methods,  combined 

with  the  after  application  of  a  strong 
caustic. 
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Hcemorrhage  is  to  be  checked  by  the  use  of  ergot. 
A  hot  douche  or  a  very  cold  one  may  have  to  be  used 
sometimes.  In  profuse  bleeding  it  may  be  necessary 
for  the  physician  to  plug  the  vagina,  or  to  apply 
styptics  or  caustics. 

The  lad-smelling  discharge  must  be  kept  inoffensive 
by  douches  of  carbolic  acid,  acetate  of  lead,  etc.  The 
external  genitals  must  be  protected  with  vaseline  or 
olive-oil  and  glycerine. 

Pain  must  be  relieved  by  morphia,  given  by  the 
rectum  or  hypodermically. 

General  Treatment.  —  Good  feeding,  good  air, 
cheerful  surroundings,  freedom  from  worries,  etc.,  are 
the  points  to  be  attended  to.  Sexual  intercourse  is 
not  to  be  allowed. 


II.— CANCER  OF  THE  BODY. 

Pathology.  —  Cancer  may  begin  in  the  mucous 
membrane  as  a  swelling,  which  may  break  down,  or 
as  a  mass  which  projects  like  a  polypus  into  the 
cavity;  it  may  begin  in  the  wall  as  a  nodule  which 
extends  inwards  or  outwards.  Adhesions  may  form 
between  the  uterus  and  neighbouring  parts  and 
secondary  nodules  may  grow  in  the  peritoneum. 

Etiology.— Same  as  in  case  of  cancer  of  cervix 
The  affection  of  the  body  occurs  later  in  life  than 
cervical  cancer,  and  is  most  frequent  in  nulliparous 
women. 
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Symptoms.  —  The  same  as  in  cancer  of  the 
cervix.  Pain  is,  however,  a  very  early  symptom  here. 
Haemorrhage  also  occurs  earty. 

Diagnosis. — Uterus  is  enlarged  and  moveable,  or 
fixed  by  adhesions.  The  condition  of  the  cavity  of 
the  body  can  only  be  made  out  by  dilating  the  cervix 
and  exploring  with  the  finger.  Diagnosis  may  only 
be  made  after  curetting  and  examining  the  fragments 
with  the  microscope. 

Cancer  of  the  body  must  be  distinguished  from  : — 
Retained  bits  of  placenta  or  membranes. 
Sloughing  polypus. 
Hemorrhagic  endometritis. 
Sarcoma  of  the  body. 

Treatment. — Removal  of  whole  uterus  if  possible  ; 
Otherwise  palliative  treatment  as  in  cancer  of  cervix. 


SARCOMA  UTERI. 

I. — OF  THE  BODY. 

Pathology. — There  are  two  forms : — 

1.  Diffuse  sarcoma  of  the  mucosa. 

2.  Circumscribed  fibro-sarcoma  of  the  wall. 

The  diffuse  form  causes  the  mucosa  to  be  swollen 
in  a  mass  or  irregularly ;  it  may  form  polypi,  which 
may  grow  into  the  vagina.    The  newly  formed  tissue 
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is  brain-like  in  colour  and  consistence.  When  removed 
it  reforms  very  rapidly.  On  microscopic  examination, 
this  form  is  found  to  be  the  round-cell  sarcoma  ;  there 
may  be  in  a  few  places  spindle-cells. 

The  circumscribed  form  arises  in  the  muscular  wall, 
and  may  extend  outwards  or  inwards.  They  are  firm 
like  fibroids,  but  have  no  capsule.  They  are  composed 
of  spindle  and  round-cells,  and  fibrous  tissue. 


Fig.  u.—(Pozzi.) 
DrFFUsn  Sarcoma  of  the  Uterus. 


Sarcoma  sometimes  arises  in  a  fibroid,  or  in  an 
adenoma  of  the  mucosa. 

The  disease  may  extend  through  to  the  peritoneum, 
and  may  affect  other  parts.  It  may  extend  along  the 
Fallopian  tubes.  Secondary  nodules  may  also  grow  in 
the  vagina. 

Sarcoma  uteri  may  lead  to  inversion  of  the  uterus. 
It  is  most  frequent  between  the  ages  of  40  and  50. 

Symptoms.— Menorrhagia,  metrorrhagia.  Pain  is 
very  often  absent,  though  it  may  be  present  and  very 
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severe.  Watery  discharge,  blood-tinged,  and  contain- 
ing shreds  of  brain-like  matter,  is  found  in  the  early 
stages;  later,  the  discharge  becomes  very  offensive. 
The  patient  loses  flesh  and  strength,  and  develops  the 
malignant  cachexia. 

Diagnosis. — The  uterus  is  usually  enlarged  ;  early 
it  is  moveable,  but  tends  to  become  fixed.  It  is  im- 
portant to  pass  the  finger  through  the  cervix,  in  order 
to  feel  the  condition,  and  also  to  remove  scrapings  for 
microscopic  examination. 

In  the  early  stages  especially,  it  is  often  difficult 
to  make  a  certain  diagnosis.  The  condition  may  be 
mistaken  for: — 

Hemorrhagic  Endometritis. 

Fibroids. 

Carcinoma. 

Treatment. — Total  extirpation  of  the  uterus  is  the 
only  means  of  radical  cure.  If  this  be  not  advisable, 
as  much  of  the  disease  as  possible  may  be  removed 
by  the  curette,  and  iodised  phenol  applied  to  the  raw 
surface. 

IL — OF  THE  CERVIX. 

Sarcoma  is  very  rare  here.  It  may  grow  in  the 
substance  of  the  cervix,  or  as  a  polypus  projecting  into 
the  vagina. 
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AFFECTIONS  OF  THE  VULVA. 


MALFORMATIONS. 

Atresia  of  the  Vulva.— Only  found  in  monstro- 
sities. 


Persistence  of  a  Cloaca.— Here  the  rectum, 
vagina,  and  urethra  have  a  common  external  opening.' 
It  is  due  to  the  non- formation  of  the  recto -vaginal 
septum. 

Persistence  of  the  Uro-genital  Sinus.— Here 
there  is  no  urethra,  the  bladder  opening  directly  into 
the  sinus ;  this  condition  is  known  also  as  hypospadias. 

True  Hermaphroditism.— Here  both  ovaries  and 
testicles  are  formed,  on  both  sides  or  only  on  one  side : 
it  is  rare ;  usually  the  external  organs  of  one  sex  pre- 
dominate, thus  characterising  the  sex. 

False  or  Pseudo- Hermaphroditism.— Here  the 
external  organs  are  malformed,  so  that  they  may 
resemble  those  of  the  opposite  sex. 

(a)  In  the  female,  the  clitoris  with  its  prepuce 
may  be  hypertrophied,  resembling  a  penis,  and  the 
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labia  majora  may  be  approximated  resembling  a 
scrotum ;  sometimes  the  clitoris  may  be  pierced  by 
the  urethra. 

(b)  In  a  male  the  persistence  of  a  uro-genital  sinus 
or  hypospadias  may  give  rise  to  an  appearance  like  the 
female  external  genitals.  The  penis  may  be  small,  the 
urethra  opening  at  its  base.  The  halves  of  the 
scrotum  may  resemble  labia  majora.  Epispadias  in 
the  male,  the  condition  in  which  the  urethra  and 
bladder  cavity  is  exposed,  might  be  mistaken  for 
hermaphroditism,  but  the  presence  of  scrotum,  testicles, 
and  normal  perineum  show  its  real  nature. 


VULVITIS. 

Pathology. — It  is  acute  or  chronic.  It  may  affect 
the  outer  surface  of  the  vulva,  or  those  parts  which  are 
in  approximation.  In  the  former,  the  inflammation  is 
of  the  follicular  form,  affecting  chiefly  the  roots  of  the 
hair;  in  the  latter  the  surfaces  may  be  reddened, 
swollen,  and  tender.  The  Bartholinian  glands  may 
become  affected,  and  may  form  abscess  cavities. 
Gangrene  sometimes  occur  after  labour. 

Causes. — Secondary  to  vaginitis  and  irritating  dis- 
charges from  cancer,  vesico-vaginal  fistula,  etc.;  dirty 
habits,  and  much  walking  in  summer,  in  fat  women 
especially ;  attempts  at  coitus,  masturbation,  ill-fitting 
pessaries ;  in  dirty  children  urine  dribbling  may  cause 
it,  especially  if  bhey  are  strumous  or  weakly. 
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Treatment.  —  Douch  the  parts  with  warm  water, 
using  a  lead  and  opium  lotion  if  there  be  much  pain. 
Powder  the  affected  parts  twice  daily  with  calamine 
and  iodoform  powder.  In  chronic  cases  use  a  lotion 
of  weak  corrosive  sublimate  (1  in  6000),  or  of  sulphate 
of  copper. 

A  Bartholinian  abscess  requires  to  be  opened,  and 
its  lining  membrane  destroyed  with  the  cautery. 


PRURITUS  VULVAE. 

Itchiness  of  the  external  genitals.  It  is  in  most 
cases  most  marked  about  the  clitoris  and  labia  minora ; 
it  may  affect  one,  both,  or  parts  of  the  labia  majora. 

Etiology.— The  drying  of  diabetic  urine  on  the 
vulva;  eruptions  and  inflammation;  irritating  dis- 
charges ^  from  uterus,  vagina,  or  bladder ;  worms  in 
the  vagina;  congestion  of  the  parts  in  pregnancy; 
reflex  irritation  from  worms  in  the  rectum,  or  from 
various  diseases  of  the  uterus  and  vagina ;  local  changes 
of  the  nature  of  fibrosis  in  the  terminal  nerves  and 
nerve  -  endings,  especially  in  the  clitoris  and  labia 
minora. 

Treatment.— Remove  the  cause  if  possible,  whether 
local  or  distant.  Keep  the  parts  clean.  Where  the 
cause  is  not  clinically  recognisable,  apply  soothing 
ointments-e.gr.,  menthol,  boracic,  etc.  If  no  relief 
be  obtained  the  only  means  of  obtaining  a  cure  is  to 
remove  the  parts  which  itch,  as  the  disease  is  in  all 
probability  in  the  nerves  and  nerve-endings. 
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TUMOURS  OF  THE  VULVA. 

Bartholinian  Cysts. — In  most  cases  on  the  left 
side.  They  are  single  or  multiple ;  single  ones  may 
be  lobulated.  They  may  reach  the  size  of  an  egg. 
They  contain  mucus,  clear  or  dark  coloured.  They 
only  cause  symptoms  when  large,  due  to  the  discomfort 
of  their  presence.  They  should  be  opened  and  their 
lining-membrane  thoroughly  removed. 

Cysts  of  the  labia  minora  are  very  rare. 

Elephantiasis  is  rare  in  Europe,  though  common 
in  the  tropics. 

Neuroma,  Fibroma,  and  Lipoma  occur. 

Carcinoma  is  rare.  It  usually  begins  on  the  inner 
surface  of  the  labia  majora  as  small  hard  nodules;  after- 
wards, ulceration  may  occur.  The  inguinal  glands  may 
become  affected.  The  disease  spreads  about  the  outer 
genitals,  and  does  not  tend  to  extend  up  the  vagina. 

Sarcoma  is  rare. 

Lupus  of  the  Vulva  sometimes  occur.  It 
consists  in  a  thickening  with  ulceration  about  the 
outer  genitals,  remaining  a  long  time,  causing  little 
pain,  and  not  causing  enlargement  of  glands. 

Kraurosis  Vulvae.— This  is  the  normal  shrinking 
in  the  external  genitals  which  occurs  in  old  women. 
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The  sebaceous  and  sweat  glands  become  fewer,  the 
hair  gets  less,  and  the  tissues  lose  their  fat  and  become 
more  fibrous. 

Hernia  into  the  Pudenda.— This  is  an  inguinal 
hernia  which  has  descended  into  a  labium  majus.  It 
may  be  mistaken  for  a  cyst  or  abscess. 

Varix.— This  may  be  found  iu  pregnancy  and  with 
large  pelvic  tumours.    It  may  reach  a  large  size. 

Haematoma. — It  usually  results  from  injury  in 
labour ;  it  may  be  caused  by  a  fall  or  a  blow,  or  even 
by  a  severe  muscular  effort.  The  treatment  is  rest, 
and  the  local  application  of  ice.  If  suppuration  occur 
the  abscess  must  be  opened. 


RUPTURE   OF  THE  PERINEUM. 

This  occurs  in  connection  with  labour. 

Varieties.  —  In  all  labours  the  hymen  is  torn, 
usually  in  the  middle  line,  behind;  in  most  cases, 
however,  the  f'ourchette  and  the  perineal  body  are 
torn  to  a  greater  or  less  extent.  Rarely,  central 
rupture  of  the  perineum  occurs. 

Etiology.  —  The  following  conditions  in  labour 
may  lead  to  rupture :— Large  head  or  body  of  child ; 
an  occipto-posterior  case  with  the  occiput  rotated  to 
the  back;  face  cases  with  the  chin  rotated  to  the 
back;   precipitate   labour;   narrow  sub-pubic  angle; 
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straight  sacrum ;  rigidity  of  parts  in  an  elderly 
primipara,  or  due  to  disease ;  bad  use  of  forceps ; 
forcing  hand  into  vagina  without  sufficient  dilatation. 

Symptoms. — If  the  sphincter  ani  be  not  torn  there 
may  be  no  symptoms,  unless  there  is  some  degree  of 
prolapsus  uteri  as  well.  When  the  sphincter  ani  is  torn, 
there  is  partial  or  total  incontinence  of  faeces. 

Treatment. — The  tear  should  be  closed — 

I. — IMMEDIATELY  AFTEK  ITS  OCCURRENCE. 

Here  the  raw  surface  is  closed  by  means  of  con- 
tinuous or  interrupted  sutures,  care  being  taken  not 
to  bring  the  sutures,  through  the  skin  surface,  but 
just  inside,  in  order  that  there  may  be  no  reflex 
retention  of  urine.  If  the  anus  has  been  torn  into, 
its  torn  edges  must  first  be  approximated  by  three  or 
four  separate  catgut  sutures  tied  in  the  anus. 

II.  AFTER  IT  HAS  LASTED  FOR  MONTHS  OR  YEARS. 

(a)  When  the  sphincter  ani  is  not  torn  through. — 
Various  forms  of  operations  are  performed. 

1.  The  usual  one  is  as  follows :— Patient  is  placed 
in  the  lithotomy  position,  and  the  usual  antiseptic 
precautions  observed.  With  angled  scissors  make  a 
horse-shoe  incision  in  front  of  anus,  the  concavity 
looking  forwards,  and  the  sides  of  the  cut  running 
on  to  the  inner  surfaces  of  the  labia  majora.  Cut 
into  the  recto-vaginal  septum  for  about  an  inch)  and 
then  draw  forwards  the  anterior  flap  in  the  middle 
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line,  thus  leaving  a  lozenge-shaped  raw  surface.  This 
is  closed  from  side  to  side  by  the  continuous  catgut 
suture  which  is  brought  out  finally  through  the  skin, 
in  order  to  bring  the  skin-edges  together.  The  patient 
is  then  kept  in  bed  with  the  knees  tied  together,  the 
urine  being  drawn  off  for  some  days. 

2.  Much  less  often  is  a  raw  surface  made  on  the 
cicatrised  anterior  surface  of  the  perineum,  and  then 
closed  from  side  to  side  with  sutures. 

(b)  When  the  sphincter  ani  is  torn  through. — Here 
an  incision  is  made  on  each  side  from  the  torn  end  of 
the  sphincter  ani  forwards  on  the  inner  margins  of  the 
labia  majora;  a  transverse  incision  joining  these  is 
made  into  the  free  edge  of  the  recto-vaginal  septum. 
In  this  way  two  anterior  and  two  posterior  flaps  are 
marked  out ;  they  are  then  raised  by  means  of  scissors, 
except  at  their  attached  margins.  The  two  posterior 
are  anal  flaps,  and  the  two  anterior  vaginal ;  they  are 
turned  backwards  and  forwards  respectively,  and  thus 
a  quadrilateral  space  is  bared,  in  which  appear  the 
torn  ends  of  the  sphincter  ani.  The  anterior  flaps  are 
then  stitched  together  in  the  middle  line  by  several 
catgut  sutures.  The  anal  flaps  are  turned  down  and 
brought  together  by  several  sutures  tied  in  the  anus. 
The  quadrilateral  space  is  next  closed  from  side  to 
side  by  continuous  catgut  suture,  care  beiug  taken 
to  approximate  the  torn  ends  of  the  sphincter  ani. 
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AFFECTIONS  OF  THE  PELVIC  FLOOR. 

DOWNWARD  DISPLACEMENTS. 


PROLAPSUS  UTERI. 

The  most  common  displacement  is  a  hernial  con- 
dition of  one  part  of  the  floor  through  another,  usually 
known  as  "  prolapsus  uteri." 


Fig.  tt.-(Pozzl) 
Pbolapsus  Utehi— complete. 
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Pathology. — The  factors  concerned  in  the  pro- 
duction of  this  condition  are,  as  Hart  has  shown, 
solution  of  continuity  of  the  floor  —  i.e.,  rupture  of 
the  perineum,  weakening  of  the  parts  of  the  floor, 
and  intra-abdominal  pressure.  The  first  two  of  these 
usually  result  from  labour.  An  increase  in  the  third 
factor,  as  in  chronic  bronchitis,  is  very  important  in 
relation  to  the  formation  of  the  prolapsus. 

The  sac  of  the  hernia  is,  of  course,  the  peritoneum ; 
its  boundaries  are  symphysis  pubis,  anterior  rectal 
wall,  obturator  internus,  and  levator  ani  muscles;  its 
coverings  are  bladder,  anterior  and  posterior  vaginal 
walls,  and  uterus. 

In  the  hernial  sac  are  intestines. 

In  most  cases  the  following  stages  are  passed 
through  in  the  formation  of  this  condition : — the 
anterior  vaginal  is  forced  gradually  down  from  below 
upwards;  the  uterus  becomes  more  and  more  retro- 
verted,  and  is  forced  gradually  down;  the  posterior 
vaginal  wall  is  forced  down  from  above  downwards 
— i.e.,  its  lower  end  is  last  to  appear.  In  the  most 
advanced  prolapsus  the  greater  portion  of  the  bladder 
is  below  the  symphysis,  the  vaginal  walls  are  entirely 
unrolled,  and  the  uterus  lies  outside  the  pelvic  outlet. 

The  uterus  is  usually  enlarged;  the  vaginal  walls 
are  thickened,  and  may  be  ulcerated  or  excoriated. 

Symptoms.  —  Bearing-down  in  the  pelvis;  pain, 
difficulty  in  micturition.  There  may  be  much 
sensitiveness  and  leucorrhoea  if  the  protruded  parts 
are  excoriated. 
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The  condition  must  be  diagnosed  from  hypertrophy 
of  the  vaginal  and  of  the  supra- vaginal  portions  of  the 
cervix,  cystocele,  rectocele,  inversion  of  the  uterus, 
inversion  with  polypus. 


Fig.  46.—(Pozzi.) 
Prolapsus  Uteri,  seen  in  Vertical  Mesial  Section. 
There  is  some  Supra- Vaginal  Hypertrophy. 

Treatment. — 

I.  BY  PESSARIES. 

Replace  the  uterus,  and  in  slight  cases  use  a  Hodge 
pessary  ;  in  advanced  cases  a  ring,  or  diaphragm  ring 
pessary;  a  Zwanck  pessary  is  used  by  some.  Use 
astringent  douches. 

In  some  cases  these  pessaries  will  not  remain  in, 
and,  where  an  operation  will  not  be  agreed  to  by  the 
patient  a  ball  plug  may  be  used,  or  a  cup  and  stem 
pessary  attached  to  an  abdominal  belt. 
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II.  BY  OPERATION. 

The  usual  method  of  procedure  iu  a  well  marked 
case  is  as  follows: — 

(a)  Amputate  the  cervix  if  there  be  much 
uterine  hypertrophy.  Usually  a  previous 
curretting  is  done. 


Fig.  t7.—(Pozzi.)   Anterior  CoLroRitiiAriiY. 
Anterior  Vaginal  Wall,  with  raw  surface,  is  seen. 

(b)  Perform  anterior  colporrhaphy.    This  con- 
sists in  the  removal  of  an  oval  flap  from 
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the  anterior  vaginal  wall  and  closing  it 
from  side  to  side  by  means  of  a  continu- 
ous catgut  suture, 
(c)  Repairing  of  the  perineum  exactly  as  de- 
scribed on  page  154. 

Instead  of  (c)  a  posterior  colporrhaphy,  or  posterior 
colpo-perinaeorrhaphy  is  done  by  some.  The  latter 
consists  in  the  removal  of  a  flap  from  the  posterior 
vaginal  wall  and  perineum,  and  closing  it  from  side 
to  side  with  sutures. 

Other  operations  for  prolapsus  uteri — e.g.,  shortening 
of  the  round  ligaments,  and  excision  of  the  uterus  are 
not  recommended. 

PROLAPSE   OF  THE  WHOLE 
PELVIC  FLOOR. 

This  may  sometimes  follow  labour,  or  may  result 
from  such  an  injury  as  will  apply  great  and  sudden 
pressure  to  the  abdomen.  It  causes  a  great  feeling 
of  weight  and  clragging-down  in  the  pelvis.  The 
treatment  is  to  wear  a  perineal  band  attached  to 
an  abdominal  band. 

Prolapse  of  the   anterior  Vaginal  wall  may 

occur.    Vide  "  Cystocele." 

Prolapse  of  the  posterior  Vaginal  wall  may 

occur.     Vide  "  Rectocele." 
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VAGINAL  ENTEROCELE. 

Anterior  or  posterior  may  occur.  In  the  former 
intestines  are  driven  down  between  the  bladder  and 
the  upper  part  of  the  anterior  vaginal  wall,  and  in  the 
latter,  between  the  anterior  rectal  and  posterior  vaginal 
walls.    A  mass  is  thus  made  to  bulge  into  the  vagina. 

Treatment.— A  pessary  may  be  tried;  but  if  not 
successful  a  raw  surface  may  be  made  on  the  bulging 
wall  and  closed  from  side  to  side  with  sutures 
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AFFECTIONS  OF  THE  VAGINA. 


VAGINITIS. 

Pathology. — In  most  cases  a  granular  condition 
is  produced  by  inflammation  of  the  vagina,  due  to  the 
elevations  of  the  surface  resulting  from  small-celled 
infiltration  under  the  epithelium.  As  the  inflam- 
mation progresses  the  superficial  epithelium  is  shed, 
and  the  granular  condition  becomes  less  marked.  In 
vaginitis  with  pregnancy  the  wall  may  develop  cysts 
containing  air  or  fluid. 

In  senile  cases  the  epithelium  is  shed  in  many 
places,  and  thus  raw-looking  areas  are  produced.  These 
often  adhere,  and  cause  great  shrinking  of  the  vagina. 

In  cases  of  diphtheritic  vaginitis  the  characteristic 
membrane  covers  parts  or  the  whole  of  the  wall  which 
becomes  greatly  thickened. 

In  gonorrhceal  vaginitis  the  gonococcus  is  found  in 
the  discharge. 

Causes.  —  Gonorrhoea  ;  irritating  discharges  from 
the  uterus  or  bladder;  irritants— e.g.,  ill-fitting  pes- 
saries, too  hot  douches,  etc ;  exanthemata. 


GYNECOLOGY.  163 

Symptoms.-A  burning  feeling  with  pain  in  and 
near  the  vagina;  frequency  of  micturition;  scalding 
pain  in  the  urethra  while  urine  is  passing;  abundant 
wnite  discharge. 

These  symptoms  are  most  pronounced  in  acute  cases 
and  especially  when  due  to  gonorrhoea. 

Diagnosis.— The  granular  condition  of  the  walls 
can  be  felt,  and  inflamed  areas  may  be  seen  The 
condition  is  usually  easily  recognised.  A  pelvic  abscess 
discharging  into  the  vagina  has  been  mistaken  for  it. 

Treatment. — 

In  the  acute  stage.-Rest  in  bed  ;  free  movement 
of  the  bowels;  hot  boracic  douche;  morphina  sup- 
positories if  the  pain  is  great. 

In  the  chronic  stage.— Astringent  douches— e  a 
alum,  copper,  sulphate,  etc. 

In  old-standing  cases  it  is  good  to  apply  a  solution 
of  nitrate  of  silver  (5i  to  §i  of  water),  or  one  of  chloride 
of  zinc  (2  grs.  to  Si)  to  the  affected  parts. 


VAGINISMUS. 

A  reflex  contraction  of  the  vaginal  orifice  associated 
witn  pain.    It  occurs  when  attempts  at  coitus  are  made. 

Causes  — It  may  occur  in  neurotic  women  without 
any  local  lesion.  In  most  cases  one  or  other  of  the 
tallowing  conditions  exist :— 
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An  unruptured  tender  hymen. 
Tender  carunculse  myrtiformes. 
Fissures  or  sores  about  the  vulva. 
Urethral  caruncle. 
Fissure  of  the  anus. 

Symptoms. — Pain  and  difficulty  in  performing  or 
attempting  coitus.  On  examination  we  find  that  there 
is  contraction  of  the  vaginal  orifice  when  the  finger  is 
passed ;  in  some  cases  it  is  impossible  to  examine  the 
patient  without  an  anaesthetic. 

Treatment. — Remove  the  local  cause — e.g.,  hymen, 
carunculae  myrtiformes,  caruncle.  Then  dilate  the 
vaginal  orifice.  This  is  best  done  with  the  fingers, 
the  patient  being  anaesthetised.  The  patient  should 
sleep  away  from  her  husband  for  some  time,  and  should 
go  away  for  a  change  of  air,  if  possible.  If  the  patient 
be  run  down,  tonics  may  be  given. 


TUMOURS  OF  THE  VAGINA. 

These  are  cysts,  fibroma,  fibro-myoma,  lipoma, 
carcinoma,  sarcoma. 

Cysts.— These  arc  mostly  in  the  anterior  wall  low 
down,  and  arc  usually  single.  They  may  vary  from 
the  size  of  a  pea,  to  that  of  a  hen's  egg ;  their  contents 
may  be  clear  and  thin,  thick,  gelatinous,  grey  or 
dark-coloured. 


GYNECOLOGY.  165 

They  are  caused  in  various  ways :  they  may  arise 
from  the  closure  of  depressions  in  the  vaginal  mucous 
membrane ;  they  may  be  developed  from  the  remains 
of  Gartner's  canals;  from  one  Mullerian  duct;  from 
blood  or  lymph  exudations  into  the  vesico  -  vaginal 
septum. 

There  may  be  no  symptoms  where  the  cysts  are 
small.  If  they  open  into  the  urethra  the  urine  may 
collect,  inflammation  occur,  and  calculus  form.  When 
large  there  may  be  a  bearing-down  feeling  complained 
of,  and  dyspareunia. 

Treatment.— Open  into  the  cyst,  remove  or  destroy 
the  lining  membrane  thoroughly,  and  close  the  wound. 

Fibroids  and  Fibromata  are  rare.  They  occur 
mostly  in  the  anterior  wall.  They  are  sessile  or  poly- 
poidal. They  only  cause  trouble  when  of  large  size. 
They  should  be  removed. 

Carcinoma  is  rarely  primary  in  the  vagina.  It 
may  be  papillary,  or  may  infiltrate  the  tissues,  often 
completely  encircling  the  canal.  When  the  lower  part 
of  the  vagina  is  affected  the  inguinal  glands  get 
enlarged. 

The  symptoms  are  the  same  as  in  the  case  of  cancer 
of  the  cervix ;  the  treatment  is  also  the  same. 

Sarcoma  is  very  rare,  and  may  occur  very  early  in 
life.    It  tends  to  occur  after  removal. 

Tuberculosis  is  very  rare.     It  may  be  primary 
or  secondary. 
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ATRESIA  OF  THE  VAGINA. 

Complete  occlusion  of  the  vagina. 
It  may  occur  at  the  hymen  or  in  any  part  of'  its 
length. 

Etiology. — Atresia  may  be  congenital  or  acquired. 
The  congenital  cases  may  be  clue  to  the  non-develop- 
ment of  some  part  of  the  vagina,  or  to  its  closure  by 


Fig.  iS.—(Schroedcr.) 
Atbbsia  of  Hymen,  Vagina  distended. 

inflammation  when  once  formed.  Such  arc  hymeneal 
atresia,  atresia  of  the  lower,  middle,  or  upper  third 
of  the  vagina,  absence  of  part  or  whole  from  non- 
development.      The   acquired    cases  are   caused  by 
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inflammations  and  injuries.  Inflammation  may  occur 
in  the  exanthemata,  after  labour,  etc. 

Of  congenital  cases,  hymeneal  atresia  is  the  most 
common,  and  next,  closure  of  the  lower  third  of  the 
vagina ;  of  acquired  cases,  the  commonest  form  is  that 
in  which  the  upper  part  of  the  vagina  and  cervix  are 
affected,  as  a  result  of  sloughing  after  labour. 


Fig.  49.— ( Schrocder.) 
Atresia  of  Cervix  at  Os  Internum,  Uterus  distended. 

Pathology.— When  the  girl  begins  to  menstruate 
the  blood  collects  above  the  obstruction.  This  goes 
on  until  the  vagina  dilates  considerably;  the  uterus 
may  also  become  gradually  dilated,  and  the  Fallopian 
tubes  as  well. 

The  dilatation  of  the  vagina  may  be  so  great  as 
to  fill  the  pelvis.  The  blood  in  the  tubes  is  said 
not  to  be  a  reflux  from   the   uterus,  but  due  to 
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haemorrhage  from  their  walls.  Sometimes  blood 
escapes  suddenly  through  their  fimbriated  ends,  giving 
rise  to  a  hematocele,  or  slowly  causing  peritonitis. 

The  thickness  of  the  atresic  portion  usually  becomes 
lessened  as  dilatation  goes  on  above  it. 

The  retained  blood  is  at  first  thick  and  brownish ; 
later,  it  becomes  paler.  The  wall  of  the  sac  is  often 
lined  with  fibrin  in  thick  masses.  It  may  become 
purulent. 

The  obstruction  may  sometimes  rupture  or  slough 
through. 

Symptoms. — These  are  not  noticed  until  puberty 
occurs.  The  menstrual  periods  recur,  but  there  is  no 
discharge  of  blood.  Pelvic  pain  is  felt  at  these  times  ; 
it  increases  in  its  duration  until  it  may  become  con- 
tinuous between  the  periods.  The  swelling  may  be 
noticed  at  the  vulva,  or  above  the  pubes.  It  may  cause 
trouble  with  micturition  or  defaecation. 

Diagnosis. — The  recto-abdominal  bi-manual  should 
be  performed  under  an  anaesthetic.  Through  the 
rectum  the  distended  vagina  is  felt  as  a  firm  mass, 
or  as  an  elastic  sac.  Above  the  vagina  a  swelling,  the 
hypertrophied  uterus,  may  be  felt  in  the  early  stages ; 
or,  later,  only  the  fundus  may  be  recognised,  the  rest 
of  the  uterus  having  become  so  dilated  as  to  form  part 
of  the  general  sac.  The  Fallopian  tubes  may  also  in 
some  cases  be  distended.  In  atresia  of  the  hymen 
the  urethral  orifice  is  dilated  and  the  hymen  is  bulged 
outwards  somewhat;  in  atresia  of  the  lower  part  of 
the  vagina,  the  same  appearance  may  be  produced; 
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in  atresia  higher  up,  nothing  abnormal  is  seen  at  the 
vulva. 

When  the  whole  vagina  is  congenitally  closed, 
malformation  in  the  uterus  is  usually  present. 

Treatment.  —  In  the  case  of  hymeneal  atresia, 
puncture  the  obstruction  with  a  trocar  and  allow  the 
fluid  to  escape  very  slowly.  When  it  is  all  away, 
enlarge  the  incision  by  cutting  out  a  bit  of  the  hymen 
and  wash  out  the  vagina  with  an  antiseptic  lotion. 
The  patient  should  remain  in  bed  for  some  days,  being 
douched  daily. 

In  atresia  of  the  vagina,  dissect  up  through  the 
obstruction  by  a  transverse  incision,  puncture  the  sac 
and  empty  it  slowly.  Then  enlarge  the  opening,  wash 
out  with  antiseptic  lotion,  and  put  in  a  glass  plug- 
large  enough  to  keep  the  opening  well  dilated.  The 
cavity  should  be  washed  out  frequently  afterwards, 
and  the  tube  changed,  so  that  it  can  be  kept  clean. 
After  a  time  the  raw  canal  gets  covered  with  epithe- 
lium, and  a  new  vagina  is  thus  formed.  A  plug- 
should  be  worn  for  some  time  afterwards,  between 
the  menstrual  periods,  in  order  to  prevent  much 
contraction. 

Atresia  of  the  Cervix  is  best  considered  here. 

The  changes  met  with  occur  after  puberty.  The 
uterus  dilates  to  a  considerable  size,  and  may  be 
mistaken  for  a  pregnant  uterus.  The  symptoms  are 
the  same  as  in  atresia  vaginae.  The  treatment  is  also 
the  same. 
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Atresia  of  one  half  of  a  Septate  Uterus,  and 
Vagina.- — -Here  there  is  on  one  side  free  menstrual 
flow,  and  on  the  other  an  obstruction  to  the  flow. 
Dilatation  of  the  affected  side  occurs.  Rupture  may 
occur  into  the  other  side.  The  symptoms  are  the 
same  as  in  ordinary  atresia,  with  the  addition  of 
menstruation;  the  latter  is  often  irregular,  however. 
The  diagnosis  is  easy  after  physical  examination,  if 
the  tumour  extends  well  clown  the  vagina,  but  if  it 
be  limited  to  the  uterus  or  to  the  uterus  and  upper 
part  of  the  vagina  only,  it  may  be  mistaken  for  a 
broad  ligament  or  intra-peritoneal  swelling  close  to 
the  uterus. 

The  treatment  is  the  same  as  in  ordinary  atresia; 
in  addition,  the  septum  may  be  removed. 

When  there  is  no  atresia,  a  septate  vagina  causes 
no  symptoms,  and  may  never  be  recognised  until 
the  time  of  labour.  The  septum  may  be  partial  or 
complete. 
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AFFECTIONS    OF   THE   URETHRA  AND 

BLADDER. 


MALFORMATIONS. 

Absence  of  urethra ;  defect  of  outer  or  inner  end  of 
urethra ;  atresia  of  urethra  ;  extroversion  of  bladder. 

I.— AFFECTIONS   OF  THE  URETHRA. 

DISPLACEMENTS. 

Urethrocele.— This  is  a  pouching  of  the  lower 
urethral  wall  together  with  the  anterior  vaginal  wall. 
Urine  may  lodge  in  it,  and  a  calculus  may  form. 

The  treatment  is  to  cut  away  the  prolapsed  part 
and  to  close  the  edges  with  sutures. 

Prolapse  of  Mucous  Membrane.— The  mucous 
membrane  may  project  outside  the  urethral  orifice. 
The  treatment  is  to  remove  the  excess. 

NEW  GROWTHS. 

Caruncle. — This  is  an  angiomatous  tumour  rich  in 
nerves,  and  is  usually  situated  at  the  external  urethral 
orifice.  It  may  vary  in  size  from  a  pin  head  to  a 
marble.    It  is  bright  red  in  colour. 
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Its  presence  causes  paiu  on  making  water ;  in  some 
cases,  retention ;  sometimes  there  is  pain  on  coitus. 

The  treatment  is  to  remove  it  thoroughly  with  a 
cautery. 

Papillomata,  Polypi,  Sarcomata,  Carcinomata 
are  rarely  found. 

Urethritis. — This  is  in  the  majority  of  cases  asso- 
ciated with  acute  gonorrhoea.  The  urethral  mucosa 
is  swollen  and  tender,  and  secretes  pus.  A  burning 
pain  is  felt  when  the  patient  passes  water. 

Dilatation  of  the  Urethra  is  sometimes  found 
as  a  result  of  coitus  in  malformations  of  the  vagina. 

Stricture  of  the  urethra  is  very  rare. 


II.— AFFECTIONS  OF  THE  BLADDER. 

DISPLACEMENTS. 

Cystocele. — This  is  a  pouching  downwards  of  the 
posterior  wall  of  the  bladder,  along  with  the  anterior 
vaginal  wall.  It  is  a  common  condition  after  the 
menopause.  The  treatment  is  to  place  a  diaphragm- 
ring  pessary  in  the  vagina,  or  to  do  a  large  anterior 
colporrhaphy. 

NEW  GROWTHS. 

Mucous  Polypi,  Fibroma,  Fibro-myoma,  Papil- 
loma,  Sarcoma,  Carcinoma. 

Symptoms.— Bladder  irritation  ;  frequency  or  diffi- 
culty in  micturition,  and  often  pain ;  hematuria. 
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Tkeatment. — The  tumour  should  be  removed,  if 
suitable,  either  through  the  dilated  urethra,  or  through 
an  opening  into  the  bladder  made  through  the  anterior 
vagiual  wall. 


CYSTITIS. 

Pathology. — In  acute  cases  there  is  congestion  of 
the  bladder  mucosa,  cloudy  swelling  and  shedding  of 
the  epithelium  ;  in  chronic  cases  the  mucosa  is 
infiltrated,  thickened  and  rugose. 

The  other  tissues  of  the  wall  may  be  affected  in 
some  cases,  or  the  inflammation  may  spread  to  the 
para-vesical  tissue.  The  mucous  membrane  may 
slough  away  in  rare  cases.  It  may  become  ulcerated 
in  places.  Hydronephrosis  may  follow  upon  old 
standing  cases;  also  septicaemia. 

Causes.  —  Gonorrhoea;  latent  gonorrhoea;  cold; 
injury;  compression  of  the  bladder  by  the  head  in 
a  delayed  labour;  septic  matter  introduced  by  dirty 
instruments ;  calculus ;  excessive  retention,  of  urine. 

Symptoms. — In  acute  cystitis  there  is  frequency 
of  micturition  with  pain.  In  chronic  cystitis  the  same 
symptoms  are  found,  but  the  pain  is  not  so  marked ; 
the  patient  is  usually  run  down,  with  an  anxious 
look,  and  exhibiting  reflex  nervous  disturbances. 

Physical  Signs. — In  acute  cases  the  specific  gravity 
is  lessened,  the  reaction  is  acid;  there  is  excessive 
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mucus,  and  bladder  epithelium  is  found.  In  chronic 
cases  the  sp.  gr.  is  low,  the  reaction  usually  alkaline, 
and  the  smell  disagreeable  ;  pus,  bacteria,  epithelium, 
and  phosphates  are  found  in  the  urine. 

On  vaginal  examination  in  acute  cases,  there  is 
great  pain  when  the  anterior  wall  is  pressed  forwards ; 
this  is  less  marked  in  chronic  cases.  In  the  latter, 
if  the  interior  of  the  bladder  be  examined,  the  mucosa 
is  felt  roughened ;  phosphatic  deposits  may  also  be  felt. 

Chronic  cystitis  must  be  diagnosed  from  tubercular 
disease  of  the  kidney.  The  symptoms  are  often  much 
the  same,  only  the  bladder  is  found  to  be  unaltered  on 
physical  examination,  while  the  kidney  may  be  found 
to  be  enlarged. 

Treatment.  —  In  acute  cases,  rest  in  bed,  milk, 
and  diluent  drinks.  Give  a  mixture  of  liquor  potassse, 
hyoscyamus,  and  buchu  internally;  it  may  be  necessary 
to  use  morphia  suppositories ;  the  bowels  must  be  kept 
open.  In  chronic  cases,  milk  diet,  diluent  drinks, 
attention  to  the  bowels.  Give  inwardly  boracic  acid, 
salol,  ammonium  benzoate,  or  a  mixture  of  nitric  acid, 
hyoscyamus  and  buchu.  If  these  means  fail,  wash  out 
the  bladder  daily  with  a  weak  antiseptic  lotion — e.g., 
corrosive  sublimate  (1  in  6000),  and  drain  the  bladder 
by  means  of  a  flexible  metal  catheter.  In  obstinate 
cases  the  urethra  may  be  thoroughly  dilated  to  the  size 
of  a  medium-sized  forefinger,  and  the  bladder  allowed 
to  drain  freely  and  to  get  rest,  or  an  artificial  vesico- 
vaginal fistula  may  be  made,  which  can  be  closed  after 
the  bladder  is  healed. 
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FOREIGN   BODIES   IN   THE  BLADDER. 

Calculi  —  uric  acid,  oxalates,  phosphates,  etc. ; 
bodies  passed  up  the  urethra  by  the  women  them- 
selves— e.g.,  pencils,  hair-pins,  etc.;  pus  from  neigh- 
bouring abscesses,  bones  from  extra-uterine  pregnancy, 
echinococci,  and  other  parasites.  Foreign  bodies  may 
be  nuclei  for  calculi. 

Calculi. — These  vary  in  size.  Small  ones  may  be 
passed  by  the  urethra,  or  may  become  impacted  at  the 
meatus. 

Symptoms. — Pain  on  making  water,  especially  at 
the  close;  bloody  urine.  Some  cystitis  is  usually 
present. 

Treatment. — Stones  not  larger  in  diameter  than 
the  index  finger  may  be  removed  by  the  urethra;  if 
larger  in  size  they  may  be  crushed  and  removed;  if 
of  very  large  size  they  can  be  removed  through  an 
opening  into  the  base  of  the  bladder. 


FUNCTIONAL  DISEASES. 

These  are  Irritability,  Incontinence,  Retention. 

These  conditions  are  of  course  also  found  with 
distinct  organic  lesions.  In  the  present  connection 
they  are  considered  in  relation  to  the  absence  of  any 
discoverable  lesion. 
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Irritability. — This  causes  frequency  of  micturition. 
It  may  be  due  to  very  acid  urine,  or  to  some  nervous 
derangement.  It  must  be  remembered  that  constant 
dribbling  may  take  place  from  an  ovei'-distended 
bladder. 

Incontinence. — Common  in  children  from  irritable 
condition  about  the  genitals,  worms  in  the  rectum,  or 
nervous  derangement. 

Retention.  —  It  is  sometimes  due  to  hysteria. 
Often  it  is  due  to  local  mechanical  causes — e.g.,  ovarian 
or  uterine  tumours,  retroflexion  of  the  gravid  uterus, 
etc.  It  may  occur  reflexly  in  irritating  urethral, 
vaginal,  perineal,  or  anal  conditions. 


FISTULA. 

The  following  are  the  forms  of  fistula  between 
the  urinary  and  genital  tracts  :  —  Urethro  -  vaginal, 
vesico  -  vaginal,  vesico  -  uterine,  uretero  -  vaginal,  and 
uretero-uterine. 

The  urinary,  genital,  and  rectal  tracts  may  be  con- 
nected by  a  fistula  as  the  result  of  cervical  carcinoma. 


VESICO-VAGINAL  FISTULA. 

Pathology. — This  is  the  most  common  form.  They 
vary  in  diameter  from  the  size  of  a  pin's  head  to  a 
sixpence,  and  larger.  Freshly  formed  ones  shrink  some- 
what in  course  of  time  from  cicatrisation  ;  the  edges,  at 
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first  raw  and  swollen,  become  thin  and  hard.  When 
the  fistula  is  large,  the  bladder  mucosa  may  protrude 
through.  After  a  time  the  wall  becomes  contracted 
and  thickened.  The  urethra,  when  not  in  use,  also 
contracts,  and  may  even  become  closed.  The  vagina 
may  also  contract  considerably  as  a  result  of  the  injury 
which  caused  the  fistula. 

The  ureters  may  be  implicated  in  the  tear. 

Causes.  —  Malignant  disease.  Injury  in  labour; 
either  a  tear,  or  pressure  followed  by  necrosis. 
Inflammation  and  ulceration  as  a  result  of  ill-fitting 
pessaries.     Diphtheritic  inflammation. 

Symptoms. — Involuntary  flow  of  urine  through 
the  fistula  into  the  vagina.  This  takes  place  im- 
mediately after  the  labour  where  a  tear  has  been  the 
cause  of  the  trouble,  though  it  may  escape  observation 
by  being  mixed  with  the  uterine  discharge. 

In  cases  where  necrosis  is  the  cause,  the  flow  of 
urine  per  vaginam  does  not  occur  for  three  or  four 
days,  or  even  longer  in  some  cases. 

When  the  fistula  is  high  up,  the  flow  is  continuous 
when  the  patient  is  lying  down,  but  when  the  body  is 
erect,  the  part  of  the  bladder  below  the  level  of  the 
fistula  will  collect  some  urine. 

Secondary  symptoms  are  the  urinous  odour,  the 
redness  and  excoriation  about  the  external  genitals, 
amenorrhcea,  and  generally  sterility.  The  general 
health  is  below  par,  stomach  and  bowels  get  out  of 
order. 

N 
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Diagnosis. — If  the  fistula  be  large,  it  may  be  felt 
on  vaginal  examination.  A  sound  passed  into  the 
bladder  easily  enters  the  vagina.  Smaller  ones  may 
be  recognised  on  examination  of  the  vagina  with  a 
spatular  speculum,  especially  after  having  filled  the 
bladder  with  coloured  fluid,  which  escapes  through 
the  fistula. 


Treatment. — In  a  few  cases  small  fistulas  heal  in 
the  puerperium  if  the  vagina  be  regularly  douched. 

In  the  majority  of  cases  the  fistula  must  be  closed 
by  operation. 

The  operation  consists  in  paring  the  edges  of  the 
fistula,  and  then  in  approximating  the  raw  surfaces  by 
several  sutures.  The  patient  is  kept  in  bed,  and  the 
bladder  drained  by  flexible  metal  catheters.  For  a 
couple  of  days  ergot  may  be  given,  in  order  to  prevent 
any  oozing  of  blood  into  the  bladder,  and  boracic  acid 
or  salol  should  be  given  for  some  days  in  order  to 
keep  an  antiseptic  urine  constantly  passing  through 
the  bladder. 

In  cases  of  very  large  fistulas  which  cannot  be  closed, 
the  best  thing  to  do  is  to  close  the  lower  end  of  the 
vagina,  in  order  to  allow  the  upper  part  to  form  part 
of  the  bladder.  The  menstrual  blood  is  of  course  then 
discharged  by  the  urethra. 

The  other  forms  of  fistula  are  very  rare. 
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Excision  of  Bones  and  Joints— Dislocations  and  Fractures,  with 
their  Treatment— The  Eye  and  Bar. 

GENERAL  CONTENTS  OF  VOL.  II. 
Operations  on,  and  Anatomy  of— The  Air  Passages,  The  Larynx, 
CEeophagus,  Cut  Throat,  The  Pharynx.  Operations  on— Nerves, 
Tonsils,  Lower  Jaw,  Branchial  Clefts  and  Fistula,  Ranula,  Hare 
Lip  and  Cleft  Palate,  The  Teeth,  Scalp.  Operations,  Fractures, 
and  Medical  Anatomy  of— Cranium  and  Brain,  Thyroid  and 
Parotid  Glands,  Tongue,  Nose,  The  Antrum,  Cranial  Nerves, 
Upper  Extremity,  Lower  Extremity,  The  Chest.  Medical  and 
Surgical  Anatomy  of— The  Mamma,  The  Spine,  The  Spinal  Cord. 
Medical  Anatomy  of— Spina  Bifida,  The  Abdomen.  Operations 
on,  and  Anatomy  of— Liver,  Spleen,  Pancreas,  Kidney,  Hernia, 
The  Perineum.  Operations  for  Stone  in  the  Bladder,  The  Urethra, 
Operations  on— The  Testicle  and  Hydrocele,  Rectum,  Penis,  Fascia 
of  Abdomen.  Gynaecological  Operations.  Origin  and  Insertion 
of  Muscles.    Explanation  of  Terms  used  in  Eye  Surgery. 


15  Teviot  Place,  Edinburgh. 


OPINIONS  OP  THE  PRESS. 

'It  deserves  every  success. '-Sir  George  Macleod,  Professor 
of  Surgery,  University  of  Glasgow. 

'If  the  medical  student  of  to-day  comes  to  an  examination 
unprepared,  and  retires  without  his  diploma,  he  certainly  cannot 
lay  the  blame  of  his  failure  on  want  of  instruction.  With  systematic 
courses  of  lectures  constantly  increasing  in  number  and  severity, 
with  tutorial  classes,  with  extra  fees  and  extra  hours,  to  assist  him 
in  assimilating  the  indigesta  moles  that  is  spooned  into  his  unlucky 
brain,  by  the  constant  yearly  deciphering  of  ancient  manuscripts, 
with  text-books  to  be  mastered  which  contain  not  only  all  that  is 
really  known  on  any  subject,  but  also  all  the  facts  which  the 
respective  authors  have  evolved  from  their  own  conceit,  and  there- 
fore believed  to  be  valuable,-no  wonder  the  poor  victim  appears 
at  the  examination  stuffed,  not  taught,  with  material,  crammed,  not 
digested  To  help  the  student  in  his  difficulties,  to  guide  him  in  the 
waste  wilderness  of  his  poor  lecture-room  notes,  and  to  give  him  a 
chance  of  learning  something,  the  student  has  to  find  for  himself  men 
that  can  ready  teach  him,  and  books  that  convey  useful  information, 
information  that  will  bear  not  only  on  the  work  of  the  examination 
but  also  on  ks  future  professional  life.    Dr  M'Lachlan  is  such  a 

Setnt'  T    *  ^  °f  thC  kind  WC  mCan-    rt  is  a  su«essful 

attempt  to  show  how  the  facts  of  Anatomy  are  necessary  as  a 

groundwork  both  of  Surgery  and  Medicine.    If  mastered  it  will  do 

the  student  more  good  than  acres  of  MSS.  dealing  with  theory  and 

fad,  for  it  makes  his  anatomy  interesting,  and  the  bedside  or  the 

operating  theatre  intelligible,  and,  except,  where  vested  interests  in 

lees  come  in,  it  ,s  pretty  generally  acknowledged  now  that  the 

dissec  mg-room  the  laboratory,  and  the  hospital  are  the  real  place, 

of  study.  —Edinburgh  Medical  Journal. 

num£rinle^iS  CTousll  Ulostrated  with  well  executed  engravings, 
authoS  alt0feth!r  238  as  a£ainst  74  in  the  former  edition  The 

of  Srstudent'and^  3  WWk • Whkh  is  more  fitted  to  meet  the  wants 
to  oractW  ^  hC  Prac_t,sm&  surgeon  in  the  application  of  anatomy 
H&Ga£™  ^  °ther  WhiGh  haS  -me  under  our  noticed 

of  ^L^pr^ArZw^  Vi?W  t0  the  requirements 

editions  hav T  ™  higher  exammations  ;  and  its  successive 
last     In  thS  }  ?ard'  been  each  one  more  Perfect  than  the 

have  been  addedUe  TK?  "T  nd  "™  lustrations 

students  as  mil  7  T°lk  ^  be  cordially  recommended  to 
students  as  a  complete  and  practically  useful  text-book. 'Scotsman. 
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E.  &  S.  Livingstone,  Publishers, 


Sixth  Edition,  Revised  and  considerably  Enlarged. 
Illustrated  by  Coloured  Plates.  Price  10/6  net. 


THE  STUDENT'S  HANDBOOK 

OF 

FORENSIC  MEDICINE,  TOXICOLOGY, 

AND 

PUBLIC  HEALTH 

By  H.  AUBREY  HUSBAND,  M.B.,  CM., 

B.Sc,  M.R.C.S.,  L.S.A.,  F.R.C.S.E., 
Author  of  'Student's  Hand-book  of  Practice  of  Medicine,'  etc.,  etc. 


Used  as  a  Text-book  in  the  Principal  Universities  and  Medical  Schools  in 
Great  Britain,  India,  and  the  Colonies. 


'  It  is  intended  for  students,  and  is  for  them  very  convenient. 
This  edition  fully  sustains  the  acceptableness  of  the  work.'— 
Lancet. 

'The  work  is  an  excellent  epitome  of  the  subjects  on  which  it 
treats,  and  contains  all  that  the  student  need  know  to  pass  his 
examinations,  or  that  the  ordinary  practitioner  will  require  in  the 
course  of  his  practice.  ...  As  a  trustworthy  and  readable  guide 
to  the  study  of  forensic  medicine,  we  can  strongly  recommend  it  to 
both  students  and  practitioners.' — Student's  Journal. 

'The  book  is  one  which  can  be  commended,  and  will  in  the 
future,  as  in  the  past,  doubtless  smooth  the  passage  of  many  medical 
students  through  the  difficulties  of  the  examination  room.'—  Public 
Health. 

'  The  work  has  long  enjoyed  a  pre-eminent  reputation  as  a  book 
useful  to  students  about  to  proceed  to  examination  in  the  subjects 
of  which  it  treats;  and  men  have  been  known  to  boast  of  having 
secured  academic  degrees  by  no  more  than  a  cursory  perusal  of  its 
pages.  They  toiled  not;  hut,  being  possessed  of  this  handbook, 
neither  were  thev  spun.  The  new  edition  gives  the  book  in  an  im- 
proved shape.  The  text  has  been  revised,  new  matter  lias  been 
added :  and  some  professionally  beautiful  illustrations  now  appear 
in  the  work.  For  the  rest,  this  edition  keeps  the  handbook  well 
abreast  of  its  imputation.'— Scotsman. 


15  Teviot  Place,  Edinburgh. 
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Fourth  Edition,  Eevised  and  Enlarged,  with  Illustrations 
and  Tables,  price  7s.  6d. 

THE  STUDENT'S  HAND-BOOK 

OF 

The  Practice  of  Medicine 

DESIGNED  FOR  THE  USE  OF  STUDENTS  PREPARING 
FOR  EXAMINATION, 

By  H.  AUBEEY  HUSBAND,  M.B.,  CM., 

B.Sc,  M.B.O.S.,  L.S.A.,  F.R.O.S.E., 

Author  of  the  'Student's  Hand-book  of  Forensic  Medicine  and 
Public  Health,'  'Sanitary  Law'  etc. 


'  The  book  before  us  is  an  excellent  example  of  its  class ;  the  whole 
of  medicine  is  digested  and  tabulated,  and,  in  fact,  served  up  ready 
prepared  at  infinite  pains  to  render  it  easily  assimilated.' — Lancet. 

'  The  distinguishing  features  of  Dr  Husband's  hand-book  are  con- 
densation and  clearness  of  diction — qualities  which  are  certain  to  ensure 
for  the  book  a  favourable  reception  by  those  for  whom  it  is  intended. 
We  have  pleasure  in  recommending  it  to  our  readers  as  a  most  useful 
work  to  peruse  immediately  before  presenting  one's  self  for  a  Medical 
Examination.' — Students'  Journal. 

'  The  book  is  not  put  forth  as  a  systematic  treatise  upon  diseases  and 
their  treatment^ but  under  each  section  will  be  found  a  brief  statement 
of  the  main  points  connected  with  all  the  diseases  enumerated  in  the 
nomenclature  of  the  Eoyal  College  of  Physicians,  London.  From  the 
point  of  view  of  the  uses  to  which  this  Manual  is  designed,  we  know 
of  no  work  that  can  be  put  in  comparison  with  it.' — Provincial  Medical 
Journal. 

'  Whether  as  a  hand-book  for  use  as  an  introduction  to  the  systematic 
study  of  disease,  or  for  the  purpose  of  refreshing  the  memory  on  the 
eve  of  an  examination,  the  work  is  equally  to  be  commended,  and  one 
may  safely  assert  that  it  will  retain  its  well  earned  popularity  '— 
Hospital  Gazette. 

'  A  Fourth  Edition  of  this  hand-book  needs  but  little  notice.  From 
the  time  when  it  was  first  offered  as  a  help  to  students  working  for 
examination,  it  has  with  each  edition  increased  in  size  and  fulness.  A 
special  feature  of  this  edition,  and  one  which  will  commend  it  to 
students,  is  the  addition  of  a  set  of  Tables  for  diagnostic  and  other 
purposes.  The  increased  size  of  the  book  is  due  to  these  tables,  and 
to  additions  made  to  the  chapters  on  the  nervous  and  circulatory 
systems.  It  would  be  altogether  undesirable  if  the  excellence  of  this 
book  were  to  keep  any  man  in  his  student  days  from  reading  the 
classical  text-books;  on  the  other  hand,  while  the  present  examination 
system  is  in  force,  such  a  book  as  Dr  Husband's  is  a  necessity,  and 
his  we  can  recommend.'— Edinburgh  Medical  Journal. 
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E.  &  S.  Livingstone,  Publishers, 


Price  7/6,  Demy  4to. 

Illustrated  with  lO  Coloured  Plates. 

NERVES  OF  THE  HUMAN  BODY 

BY 

ALFKED  W.  HUGHES,  M.B.  &  CM.  Edin.; 

F.E.O.S.  Edin.;  M.H.O.S.  Eng.; 
Lecturer  on  Anatomy,  School  of  Medicine,  Edinburgh. 

'  An  excellent  work  of  reference  for  students,  quite  in  place  in  a 
Medical  School  library.  The  drawings  are  large  and  bold,  demon- 
strating the  distributions  and  connections  of  the  cranial  and  spinal 
nerves  with  clearness  and  accuracy.    The  cranial  nerves  in  particular 

are  well  represented  The  preparation  of  "  Nerves  of  the  Human 

Body  "  must  have  cost  its  author  much  trouble,  and  Dr  Hughes  may 
be  congratulated  on  the  result  of  his  labours.' — British  Medical  Journal. 

'As  regards  the  work  little  is  left  to  be  desired.  As  far  as  the 
diagrammatic  and  literal  description  of  the  nerves  goes,  this  work  is 
undoubtedly  good;  and  there  is  no  doubt  that  the  anatomical  details 
are  an  improvement  on  those  usually  given.  It  will  be  found  a  help 
to  students  in  their  practical  work,  and  of  equal  help  to  the  prac- 
titioner in  his  pathological  and  therapeutic  investigations.' — Provincial 
Medical  Journal. 

'  The  diagrams  are  very  clear.  The  text  contains  a  well  arranged 
summary  of  the  main  facts  of  the  origin,  course,  and  distribution  of  the 
cranial,  spinal,  and  sympathetic  nerves.  It  is  a  work  that  may  be  con- 
sulted with  confidence  by  the  student,  and  which  he  will  find  a  useful 
aid  in  gaining  a  knowledge  of  the  nervous  system.' — Edinburgh  Medical 
Journal. 

1  A  thoroughly  excellent  contribution  to  anatomical  literature,  will 
be  valuable  to  those  struggling  hard  with  the  most  difficult  subject  in 
human  anatomy.  The  diagrams  cannot  be  praised  too  much.' — The 
Student. 

'  Dr  Hughes'  book,  "  The  Nerves  of  the  Human  Body,"  simplifies 
the  task  in  a  way  unknown  to  the  student  of  Gray  and  Quain.  The 
diagrams  are  beautifully  executed.' — Scotsman. 

'  Mr  Hughes  has  shown  more  daylight  into  that  dark  subject  than 
any  of  his  predecessors.  The  book  can  be  safely  recommended  to  all 
students.' — College  Column. 

'  The  special  foature  of  the  book,  is  a  series  of  <en  beautifully 
executed  Plates  of  Diagrams,  in  which  the  different  nerves  are  very 
distinctly  figured.  The  work  is  intended  as  a  special  adjunct  to  the 
standard  text-books  of  Practical  Anatomy,  and  as  such  it  can  scarcely 
fail  to  be  of  great  assistance  to  students  who  will  use  it  intelligently. 
— Scottish  leader. 


15  Teviot  Place,  Edinburgh. 
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Fifth  Edition,  Eevised  and  Enlarged,  price  6s. 


OF 


lateria  ledica  and  Therapeutics 

FOR  THE  USE  OF  STUDENTS  AND  PRACTITIONERS. 

By  WILLIAM  CKAIG-,  M.D., 

CM.,  F.E.S.E.,  F.B.C.S.E.,  etc., 
Lecturer  on  Materia  Medico,  in  the  Edinburgh  School  of  Medicine; 
Examiner  at  the  Royal  College  of  Surgeons,  Edinburgh  ; 
Examiner  at  Edinburgh  University. 

'  As  the  work  stands  it  forms  a  very  clear  and  complete  guide  to  the 
study  of  the  properties  and  uses  of  the  pliarmacopceial  preparations  and 
we  can  endorse  thoroughly  the  good  opinion  we  were  enabled  to  pass 
upon  the  previous  edition.  The  excellent  Posological  Table  is  very 
valuable  as  are  the  hints  on  Prescription  Writing,  and  the  very  succinct 
Index  of  Diseases  with  their  Remedies.  As  a  compendium  of  Materia 
Medica  and  Therapeutics,  of  moderate  size,  but  full  of  information  we 
know  few  to  surpass,  even  if  to  equal,  the  Manual  before  us.  We  have 
ourselves  made  a  constant  companion  of  the  former  edition,  which  has 
never  failed  us.'— Students'  Journal. 

'This  book  contains  sound  sense  and  original  information,  and  will 
prove  a  good  pocket  companion  for  the  student.'— Medical  Times  and 
hazette. 

■  ',Yi°U,r  "Mfnual"  wil1  be  useful  to  me  in  various  ways,  teaching 
included,  and  I  should  think  it  will  be  regarded  as  a  boon  by  students 
preparing  for  then  examination.'— Professor  Hauvey,  Aberdeen. 

'  This  concise  little  Manual,  though  intended  primarily  to  assist 
students  attending  the  author's  own  classes,  possesses  several  charac- 
teristics which  have  rendered  it  more  generally  popular.  Special 
emphasis  is  laid  upon  alterations  in  nomenclature  which  might  other- 
wise escape  attention.  The  volume  concludes  with  a  Posological 
iable,  a  Schedule  of  Poisons  and  their  Antidotes,  together  with  an 
Appendix  of  Contracted  Terms  in  Common  Use.  It  is  beautifully 
printed,  and  is  altogether  a  very  handy  and  convenient  volume  for 
tiie  use  of  students  preparing  themselves  for  examination.'—  British 
Medical  Journal. 

'  This  being  a  fifth  edition,  calls  for  very  little  remark.    The  amount 

°1  hrifflDrt  T  °f  ™at-Cr?al  is  truly  ^''Prising;  useful  facts  are  stated 
so  briefly  that a  pnon,  it  would  give  the  impression  of  a  peculiarly 
dry  and  uniuterostmg  introduction  to  a  very  difficult  subject.  The 
author  s  hope  that  the  book  would  bo  of  service  to  students  preparing 
for  their  professional  examinations  can  surely  only  be  realised  when  a 
concise  epitome  is  required  in  the  few  weeks  immediately  preceding 
examination, and  when  the  student  is  already  familiar  with  the  subject' 
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E.  &  8.  Livingstone,  Publishers, 


Second  Edition,  price  6s. 
THE 

Student's  Hand-hook  of  Chemistry 

By  H.  LEICESTER  GEEVILLE, 

F.I.O.,  F.O.S.,  etc. 

This  book  contains  a  large  amount  of  information, 
condensed  into  Tables;  also,  the  most  important 
Chemical  Calculations  and  Illustrations. 


'  The  tabulation  of  facts,  containing  groups  of  elements  and  com- 
pounds, is  a  good  feature  in  this  book,  and  likely  to  prove  very  useful 
to  the  student.  The  chapters  dealing  with  Organic  Chemistry  are 
clear  and  succinct.' — Nature. 

'  This  book  has  many  merits.  It  is  clearly  and  pleasantly  written, 
is  well  arranged,  and  coii  tains  a  great  deal  of  useful  and  important  fact, 
much  of  it  embodied  in  Tables.' — Lancet. 

'  A  concise  and  useful  Manual.  The  work  has  been  revised  and 
made  more  valuable  by  the  addition  of  several  Tables  and  much  new 
matter  in  the  text.    The  calculations  are  very  useful.' — Scotsman. 

'  A  series  of  Tables  forms  a  useful  feature  of  the  work.' — Pharma- 
ceutical Journal. 

'This  compact  and  handy  little  Manual  will  be  found  a  useful 
guide  by  ordinary  and  especially  medical  students.'  —  Medical  Press 
and  Circular. 

'  The  work  before  us,  however,  may  claim  some  very  decided  merits. 
We  may  venture  to  say  that  the  author's  primary  object  is  to  enable  the 
student  not  so  much  to  "  pass  "  as  to  "  know."  He  has  appended  to  the 
treatise  a  very  useful  glossary  or  collection  of  definitions  of  the  principal 
terms  U6ed  in  Chemistry.' — Chemical  News. 

'  This  is  an  excellent  Manual,  and  is  likely  to  maintain  its  place 
among  the  many  manuals  of  Chemistry.  It  is  likely  to  be  popular 
with  students.' — Edinburgh  Medical  Journal 

'  This  is  an  elementary  treatise  embodying  several  valuable  original 
features,  among  them  Tables  and  examples  for  general  Chemical 
calculations,  also  Tables  in  which  a  great  deal  of  information  has 
been  compressed  into  a  small  space,  making  it  more  accessible  to 
the  student.' — America?/,  Chemical  Reriew. 

'  The  work  deals  with  both  Organic  and  Inorganic  Chemistry,  and 
much  information  has  been  compressed  into  small  compass.  It  is  well 
adapted  as  a  hand-book  for  medical  students,  being  furnished  with  a 
copious  index,  and  the  text  is  givon  in  such  a  form  as  will  render  it 
readily  accessible  to  the  student.  "We  commend  the  work  to  the 
attention  of  Canadian  students.' — Canadian  Lancet. 


15  Teviot  Place,  Edinburgh. 
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Second  Edition,  price  6s. 
Revised  and  Enlarged,  with  12  Tinted  Plates  and  40  Woodcuts. 


OF  THE 


linor  Gynecological  Operations  and 
Appliances 

By  J.  HALLIDAY  CEOOM,  M.D., 

F.R.C.P.E.,  F.R.C.S.E., 

Lecturer  on  Midwifery  and  Diseases  of  Women,  School  of  Medicine; 
President  of  the  Obstetrical  Society ;  Edinburgh;  and 
Examiner  in  Midwifery  in  the  University  of  Edinburgh  'and  Royal  College 
of  Physicians,  Edinburgh. 

'The  descriptions  and  recommendations  of  Dr  Oroom  seem  entirely 
familiar,  intelligible,  and  wholesome.  A  number  of  well-executed 
Lithographic  plates,  giving  various  relations  of  the  pelvic  organs,  add 
to  the  value  of  the  book.'— American  Journal  of  Obstetrics. 

'  The  work  is  admirably  adapted  as  a  practical  guide  to  obstetric 
clinical  clerks,  house  surgeons,  and  physicians,  as  well  as  medical 
practitioners  It  is  well  arranged  throughout,  and  will,  no  doubt, 
retain  the  hold  it  has  already  taken.'— London  Medical  Record. 

'  The  Second  Edition  is  considerably  modified,  and  forms  almost  a 
completely  new  book.  The  clearness  and  conciseness  of  the  author 
make  his  Manual  most  useful  both  for  practitioners  and  students.'- 
Bulletin  General  de  Therapeutique. 

'  All  that  is  of  doubtful  value  is  purposely  omitted,  and  only  the 
methods  of  examination  and  treatment  recognised  as  the  best  are 
described  concisely  and  with  capital  illustrations.  The  book,  which 
embraces  all  the  gynecological  operations  with  the  exception  of  the 
abdominal  is  in  a  high  degree  likely  to  fulfil  its  aim  for  students.'- 
Centralblatt  fur  Gynakologie.  ' 

R  JZ?  ™Vgkd  r?  866  that  thiB  ™Il,able  Manual  has  run  into  a 
tnT.  .^  ?"  }  l  arrangement  is  such  as  will  commend  itself  both 
to  the  student  and  busy  practitioner.  We  finish  the  perusal  of  this 
work  impressed  with  its  simplicity  of  arrangement  and  lucidity  of 
expression.'-Z™erp00J  Medico- Chirurgical  Journal.  7 

rtiZlZv\Z  afdumir1a.ble  book;  for  wbich  we  are  sure  the  student  in 
midwifery  aud  the  diseases  of  women  will  be  very  grateful  We 
commencfit  heartily  to  students,  for  whose  use  it  is  chiefly  written 
and  even  practitioners  will  find  it  very  handy  and  suggest  iT^S? 
of  the  emergencies  of  practice.'— Lancet.  bb^'ve  m  many 

j?tl\?tudent?  and  Practitioners  will  find  in  it  descriptions  hints 
and  directions-clear,  practical,  and  usefuLWYac-tfoW?  ' 


E.  &  S.  Livingstone,  Publishers, 


SECOND  EDITION. 

Fourth  Thousand,  price  5s.  net. 


Illustrated  by  40  Plates  (many  Coloured)  or  109  Figures. 

Anatomy  of  the  Brain  and 
Spinal  Cord 

BY 

J.  RYLAND  WHITAKER,  B.A.,  M.B.  (Lond.), 

F.K.C.P.,  L.R.C.S.(Edin.); 

Lecturer  on  Anatomy  in  the  School  of  Medicine  of  the  Royal  Colleges  of 
Physicians  and  Surgeons,  Edinburgh ;  Examiner  for  the 
Triple  Qualification. 


'  The  book  is  an  excellent  Manual  for  the  use  of  Students  and 
makes  a  good  introduction  to  the  heavier  text-books.  This  Edition 
is  made  more  valuable  by  the  inclusion  of  some  new  matter  in  the 
text,  and  by  the  addition  of  many  new  figures  and  tables.' — 
Scotsman. 

'  The  book  consists  of  an  exceedingly  clear  account  of  the  eentral 
nervous  system.' — British  Medical  Journal. 

'  For  a  clear  and  concise  description  of  the  nervous  centres  it 
has  not  been  surpassed.' — Journal  of  Mental  Science. 

'  We  are  pleased  to  see  that  Messrs  E.  &  S.  Livingstone  have 
issued  a  Second  Edition  of  Dr  Whitaker's  admirable  Anatomy  of 
the  Brain  and  Spinal  Cord.' — Edinburgh  Medical  Journal. 


15  Teviot  Place,  Edinburgh. 
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Vol.  I.    Price  4s.  6cl.  net. 


Notes  on  Pathology 

By  J.  KYLAKD  WHITAKEE, 

B.A.,  M.B.(TjoiuI.),  F.B.C.P.,  L.K.C.S.(Edin.)  j 

Lecturer  on  Anatomy  in  the  School  of  Medicine  of  the  Royal  Colleges  of 
Physicians  and  Surgeons,  Edinburgh;  Examiner  for  the 
Trifle  Qualification. 
AUTHOR  OF  'ANATOMY  OF  THE  BRAIN  AND  SPINAL  CORD.' 


Vol.  I. — GENERAL    Vol.  II. — SPECIAL  (in  preparatio?i). 


'  These  "  Notes,"  which  traverse  the  whole  range  of  General  Patho- 
logy, have  evidently  been  comjDiled  with  great  care.  Together,  they 
form  an  outline  of  the  subject  of  which  it  will  not  be  difficult  for  the 
student  to  fill  in  such  details  as  he  gathers  from  his  lecturer  or  his  text- 
book. The  author  himself  recognises  this  as  the  main  object  of  his 
publication,  and  we  may  say  at  once  that  he  has  done  his  work  well, 
and  that  it  should  prove  of  much  utility.  In  these  days  of  "compendia" 
of  knowledge,  where  the  aim  often  seems  to  be  to  condense  into  as 
small  a  space  as  possible  the  facts  of  science,  so  that  the  student  may- 
be saved  the  trouble  of  learning  them  step  by  step,  it  is  gratifying  to 
find  a  writer  who  takes  a  higher  view  of  the  kind  of  assistance  that  the 
student  needs.  The  information  he  conveys  in  his  little  work  is  con- 
siderable, and  also  accurate  ;  in  parts  even — e.g.,  in  the  sections  deal- 
ing with  Inflammation  and  the  Parasites — it  is  almost,  if  not  quite,  as 
full  as  is  to  be  found  in  many  a  text-book.  But  it  would  be  difficult 
for  the  student  to  use  the  work  simply  for  the  purpose  of  "cram." 
"We  believe,  moreover,  that  teachers  also  may  be  glad  of  so  concise  a 
summary  of  the  subject  as  Mr  Whitaker  has  given.'— Lancet. 

'  This  is  evidently  the  first  part  of  what  may  be  described  as  a  useful 
synopsis  for  students,  and  it  deals  purely  with  General  Pathology.  The 
author  has  attempted  to  outline  the  causationand  pathological  characters 
of  disease  ;  and  in  a  neat,  concise  way  every  subject  is  dealt  with  so  as 
to  give  a  concentrated  idea  of  the  varieties  of  disease  and  the  nature 
of  their  pathological  processes.  The  arrangement  of  the  book  is  in 
Sections— the  first  of  which  is  devoted  to  Altered  Conditions  of  the 
Circulation;  another  treats  of  Inflammation  and  its  Ecsults ;  a  third 
of  Retrogressive  and  Progressive  Changes  ;  and  the  last  of  Parasites  and 
Parasitic  Diseases.  As  a  digost  it  is  a  remarkably  good  book,  without 
padding  or  unnecessary  verbiage,  and  with  a  comprehensive  survey  of 
causation  and  the  varieties  of  allied  or  similar  pathological  processes. 
For  the  student  it  will  prove  an  admirable  memory  help,  and  for  the 
practitioner  it  will  frequently  be  sufficient  when  he  does  not  require 
to  dip  exhaustively  into  a  subject.'— Glasgow  Herald. 
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E.  &  S.  Livingstone,  Publishers, 


Price  10/6. 


THE  STUDENT'S 


HAND-BOOK  OF  MEDICINE 


AND 

THERAPEUTICS. 


By  ALEXANDER  WHEELER, 

Clinical  Assistant,  Out-Patient  Department,  Edinburgh  Royal  Infirmary. 
Author  of  "Our  Unseen  Foes,"  etc. 


'  It  is  distinctly  designed  to  refresh  the  memory  on  salient  points, 
as  well  as  to  enunciate  the  leading  principles  of  treatment.  These 
aims  have  been  faithfully  carried  out,  and  that  too  with  an  originality 
for  which  it  might  be  thought  there  could  be  little  scope.  Clear, 
concise,  and  accurate.' — Lancet. 

'This  excellent  little  volume.  .  .  .  Many  good  coloured  and 
uncoloured  diagrams  illustrate  the  book,  and  we  think  the  young 
practitioner  can  hardly  make  a  better  investment  than  the  purchase 
of  Mr  Wheeler's  work.  It  is  up  to  date  in  pathology  and  treatment, 
and  is  a  model  of  clear,  terse  writing.'—  Medical  Press  and  Circular. 

1  This  is  an  exceedingly  good  little  work,  unpretentious,  it  is  true, 
but  fulfilling  far  more  than  it  pretends.  We  have  nothing  but  praise 
for  the  work.  As  a  whole,  it  shows  a  remarkable  power  of  imparting 
information  in  a  clear  and  easily  remembered  style ;  and  the  author's 
practice  of  giving  explanations  and  reasons  for  every  step  in  the  treat- 
ment of  disease  strikes  us  as  being  particularly  suitable  for  the  needs 
of  the  men  to  whom  he  appeals.  We  heartily  recommend  it  to  the 
overworked  final  man.' — The  Student. 

'  The  volume  is  carefully  compiled  and  well  written,  and  is,  in  our 
opinion,  destined  to  take  high  rank  amongst  its  competitors.  _  It  can 
be  profitably  read  either  by  the  student  on  the  eve  of  an  examination 
to  refresh  his  memory,  or  by  the  busy  practitioner  for  the  same  pur- 
pose. We  venture  to  predict  that  a  Second  Edition  will  shortly  be 
called  for.'—  The  Quarterly  MedicalJournal. 


15  Teviot  Place,  Edinburgh. 
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Price  4/6  net. 
ILLUSTRATED  WITH  8  COLOURED  PLATES. 

MANUAL  of  SURGICAL  ANATOMY 

BY 

ALFEED  W.  HUGHES, 

M.B.,  CM.,  P.R.C.S.  Edin. ;  M.R.C.S.  Eng.  ; 
Lecturer  on  Anatomy,  School  of  Medicine,  Edinburgh. 
Author  of  'Nerves  of  the  Human  Body.' 


This  little  book  contains  very  terse  descriptions  of  the  anatomical 
facts  most  important  to  students  about  to  present  themselves  for  their 
iinal  Examination  m  Surgery.     Clearness  sometimes,  and  elegance 

■1  1fC+tl0fl  ofb?>  htV6  bee.n  sacrificed  to  brevity.  It  wiU  commend 
itself  to  those  for  whom  it  is  specially  prepared.'— Lancet. 

'^rt  H,u?b.es  evidently  possesses  the  faculty  of  condensing  a  large 
amount  of  information  into  a  small  space  in  a  clear  and  methodical 
manner.  The  student  will  find  it  a  very  reliable  guide.  Th^S 
contains  a  number  of  excellent  illustrations,  which  will  greatly  alTst 
m  learning  the  relative  positions  of  various  structures 
which  he  would  encounter  m  the  ligature  of  the  principal  arteries 
Edinburgh  Medical  Journal.  y  uenos« 

'  No  book  could  be  better  adapted  for  Examination  purposes  The 
book  may  be  safely  recommended. '—Hospital.  -F^^es.  ine 

'  Here  is  a  simple  book  plainly  written  with  the  main  facts  of  the 
subject  clearly  exposed;  it  is  easily  understood,  easify "remembered- 
it  can  be  read  through  in  half-a-dozen  hours.  We  recommend i to 
you   its  persual  will  supply  you  with  many  excellent  and u  eful 

m^%£S  whlci  you  ought  t0  kn™ of 

elaborate1  M^lu00^  ^  -"^  the  gaP  existinS  betw«*  the  more 
elaborate  Manuals  of  Surgical  Anatomy  on  the  one  hand    ind  thl 

Z%™ll™3ulZt.  f-"™^"  PUrP°ses  «  t£ Mother  ft 
that  Z  nf  III  -  '  *2d  T  h-ave  perused  Jt  ™th  the  result  of  finding 
that  most  of  the  important  points  involved  in  the  common  work  of  thf 

s^Susrbere^n110^"-,  ThVfti0n  °n  B^fiZ&$Z 
have  the  relation  Ifi'L^  done-  The  Plat^  illustrating  the  book 
nave  the  relations  of  Arteries,  Veins,  and  Nerves  printed  in  colours 

0^£ZTmS  ^  ref~  t0  the  detai,sPtheyd ^expound^ 
nf  A^.fbrief  °o.n«isely-written  hand-book,  covering  that  department 

^uSLI^tsZT 8tudents  wh0  seek  only  the 
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E.  &  S.  Livingstone,  Publishers, 


Demy  8vo,  price  4s.  6d.  net. 


Vaccination  Eruptions: 

By  THOMAS  DOBSON  POOLE,  M.D., 

Master  in  Surgery,  University  of  Edinburgh;  Fclloiu  of the  Obstetrical Society. 


'The  author  classifies  eruptions  as  follows: — (1)  Those  due  to  pure 
vaccine  inoculation,  (2)  those  due  to  mixed  inoculation.  He  enters  at 
length,  and  very  properly,  into  the  question  of  the  qualities  of  the 
lymph  itself,  of  its  origin  and  cultivation,  and  here  is  the  crux  of  the 
whole  question.  The  question  of  the  artificial  cultivation  of  the  lymph 
is  a  very  important  one,  and  the  author  suggests  a  method  which  we 
trust  may  either  solve  the  problem  or  mature  its  consideration.  The 
work  is  one  well  worthy  of  consideration.' — Glasgoio  Herald. 

' '  The  title  of  this  very  interesting  work  concisely  indicates  its  con- 
tents. A  good  acquaintance  with  the  literature  of  the  subject  is  shown 
on  every  page,  and  the  cited  cases  are  of  great  interest,  especially  those 
in  connection  with  the  subject  of  generalised  vaccine  eruption  (vaccine 
generalisee).  The  differential  diagnosis  between  vaccination  ulcers  and 
primary  chancres,  also  between  vaccination  eruptions  and  secondary 
syphilitic  manifestations,  is  given  in  extenso  from  Portalier's  summary 
of  Fournier's  lectures.  The  author  concludes  from  a  study  of  tuber- 
culosis, including  his  own  experiments,  that  its  transmission  by  means 
of  official  vaccination  is  '  beyond  the  limits  of  possibility.'  In  con- 
clusion, this  work  deserves  perusal  by  all  who  are  interested  in  the 
subject  of  vaccination,  therefore  by  all  medical  practitioners."— British 
Medical  Journal. 

"The  author  of  this  little  work  has  made  himself  well  acquainted 
with  most  of  the  realiable  literature  of  recent  date  bearing  on  his 
theme,  aud  has  put  into  a  convenient  and  useful  form  a  great  deal  of 
information  that  could  otherwise  be  obtained  only  by  hunting  through 
a  variety  of  medical  periodicals  aud  other  publications.  The  work 
ought  therefore  to  be  welcomed  by  all  who  have  much  to  do  with 
vaccination,  and  especially  by  public  vaccinators,  who  are  the  only 
persons  likely  to  have  the  opportunity  of  meeting  with  some  of  the 
very  rare  vaccinal  sequelae  of  which  he  principally  treats.  A  chapter 
is  very  profitably  devoted  to  vaccine  syphilis.  The  chapter  on  tuber- 
culosis is  one  of  the  best  in  the  book.  Other  subjects  shortly  dis- 
cussed are  leprosy,  erysipelas,  vaccinia  gangrenosa,  etc.  The  work 
forms  a  really  useful  addition  to  the  literature  of  vaccination,  and 
ought  especially  to  be  read  by  every  public  vaccinator  in  the  kingdom." 
— Glasgow  Medical  Journal. 


15  Teviot  Place,  Edinburgh. 
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JUST  PUBLISHED. 

Price  Five  Shillings. 

THE  STUDENT'S  

■  HAND-BOOK 


KMX 


OF 


GYNECOLOGY. 

THE  MOST  PRACTICAL  HAND-BOOK 
EVER  PUBLISHED. 


'  Everything  is  stated  in  a  most  clear  and  concise  way,  and  as  the 
volume  is  nicely  illustrated,  it  should  be  of  great  assistance  to  final 
men  especially.'— Dispatch. 

'  It  is  clearly  and  concisely  written,  and  it  is  surprising  to  find  that 
it  has  succeeded  so  well,  in  the  small  space  at  its  disposal,  in  covering 
the  ground  necessary  for  an  elementary  knowledge  of  this  progres 
sive  and  important  branch  of  medical  learning. '^Scotsman. 
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E.  &  S.  Livingstone,  Publishers, 


Second  Edition,  price  12s.  6d. 
THE 

Principles  and  Practice 
of  Midwifery 

By  ALEXANDER  MILNE,  M.D., 

Ex-Vice-President  of the  Edinburgh  Obstetrical  Society. 


'  The  very  favourable  reception  accorded  to  the  first  edition  was 
well  merited,  the  work  being  thoroughly  practical,  and  very  readable — 
not  too  diffuse  nor  exhaustive,  yet  containing  sufficient  details  for  all 
examination  purposes.  The  Second  Edition  has  been  carefully  revised, 
and  such  additions  made  as  were  rendered  necessary  through  recent 
advances  in  the  obstetric  art.  We  have  no  doubt  that  the  Second 
Edition  of  Dr  Milne's  Manual  will  be  more  popular  with  medical 
students  than  the  first. — Students'  Journal. 

'  Dr  Milne  has  contrived  to  condense  a  great  amount  of  obstetric 
doctrine,  both  physiological  and  pathological,  into  his  book.' — Lancet. 

'  I  estimate  highly  the  thought,  the  labour,  and  the  courage  expended 
in  the  work.' — Dr  J.  Matthews  Duncan,  London. 

'  A  very  excellent  and  comprehensive  Manual.' — Professor  Gbaily 
Hewitt,  London. 

'An  admirable  digest  of  the  subject.'— Professor  A.  R.  Simpson, 
Edinburgh. 

1  This  is  the  second  edition  of  the  handiest,  simplest,  and  soundest 
of  our  works  on  obstetrics.  The  author  is  not  only  an  honoured 
public  teacher,  whose  wisdom,  judgment,  learning,  and  skill,  have 
endeared  him  to  his  many  pupils,  who  longed  to  have  his  instructions 
in  a  more  permanent  form,  but  he  is  a  medical  practitioner  of  great 
experience  and  of  recognised  skill.  Dr  Milne  has  produced  a  work 
intended  at  once  for  medical  students  and  for  the  profession,  and  these 
show  their  appreciation  of  it  by  taking  care  that  it  has  a  place  on 
their  shelves.  The  leading  obstetricians,  the  medical  press,  and  the 
teachers  in  our  more  eminent  medical  schools,  all  highly  recommend 
the  work  for  its  comprehensiveness,  its  soundness,  and  its  real  practical 
helpfulness.  In  fifty-two  chapters,  which  are  as  scientific  as  they  are 
simple,  as  gracefully  written  as  they  are  instructive,  and  as  interesting 
as  they  are  important,  the  author  covers  the  whole  ground  of  his  subject. 
His  definitions,  expositions,  and  instructions,  are  very  clear.  Medical 
students,  as  well  as  practitioners,  who  have  not  seen  this  splendid 
volume,  ought  to  secure  it  at  once.  It  is  sure  to  please  thorn.  The 
volume  is  nicely  got  up,  and  is  profusely  illustrated  with  high-class 
en gra vin gs. ' —  Oldham  Chronicle. 


15  Teviot  Place,  Edinburgh. 
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FOURTH  EDITION. 


Price  2s.  net. 

BOTANY  NOTES 

Specially  adapted  for  Students  preparing  for  Professional 
Examinations  in  Medicine  and  Science.  The  various 
divisions  considered  in  accordance  with  the  several 
University  Syllabuses. 

By  ALEXANDER  JOHNSTONE,  F.G.S., 

AUTHOR  OF  '  ZOOLOGY  NOTES.' 

Lecturer  on  Botany,  School  of  Medicine,  Edinburgh;  and  Natural 
Science  Master,  Blair  Lodge. 


In  reviewing  'Botany  Notes,'  and  'Botany  — a  Manual,'  The 
Lancet  says  'This  little  volume  entitled  "Botany  Notes "  traverses 
the  same  ground  as  the  other  book,  but  is  rather  more  suitable  for 
use  on  the  evening  preceding  Exam.  It  is  not  too  much  to  believe 
that,  if  the  student  does  not  receive  material  aid  from  the  "  Botany 
Notes  "  now  before  us,  he  has  but  small  prospect  of  receiving  assistance 
from  any  printed  matter  whatever.' — Lancet,  11th  July  1891. 

'  It  is  of  great  value  to  general  botanists. ' — Practical  Naturalist. 

'They  are  well  adapted  to  help  students  preparing  for  the 
botanical  and  biological  examinations  at  the  various  Universities  in 
conjunction  with  more  voluminous  text-books,  and  as  refreshers  just 
before  an  examination  they  should  be  of  great  help,  since  they  would 
go  over  the  ground  already  worked  in  a  very  short  space  of  time.  The 
wording  is  excellent  and  discriminating,  the  descriptions  clear  and 
concise. ' — Hospital  Gazette. 

'A  little  book  well  calculated  to  assist  the  student  in  working  for 
Botany  and  Biology  examinations  of  the  Science  and  Art  Departments, 
and  for  the  minor  and  major  examinations  of  the  Pharmaceutical 
Society.  They  are  conveniently  got  up  and  plainly  written.' — 
International  Jowrnal  of  Microscopy  and  Natural  Science. 

'These  Notes  contain  much  valuable  information  in  a  condensed 
form,  and  will  be  of  use  to  students,  especially  to  those  beginning  the 
study  of  botany.'— Edinburgh  Medical  Journal. 

'Characterised  by  conciseness  and  clearness  of  statement.  They 
undoubtedly  afford  to  the  student  an  excellent  means  of  testing  and 
strengthening  his  botanical  knowledge.  'Scotsman. 
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E.  &  S.  Livingstone,  Publishers, 


Price  3s.  6d.  net. 

ZOOLOGY  NOTES 

Specially  adapted  for  Students  preparing  for  Professional 
Examinations  in  Medicine  and  Science.  The  various 
divisions  considered  in  accordance  with  the  several 
University  Syllabuses. 

By  ALEXANDEK  JOHNSTONE,  E.G.S., 

AUTHOR  OF  '  BOTANY  'NOTES.' 
Lecturer  on  Botany,  School  of  Medicine,  Edinburgh;  and  Natural 
Science  Master,  Blair  Lodge. 


'  This  useful  little  manual  is  divided  into  three  parts.  The  first 
part  is  devoted  to  General  Morphology,  Histology  and  Physiology, 
and  to  the  Protozoa  and  Vermes ;  the  second  part  treats  of  Vermes, 
Mollusca,  and  Arthropoda ;  and  the  third  is  occupied  with  classes 
from  Arthropoda  to  Man.  The  plan  pursued  is  that  a  brief  account 
of  each  class  is  given,  then  in  succession  the  sub-classes  and  divisions 
are  described,  and  finally  a  detailed  account  of  some  animal,  as  the 
anodonta  amongst  mollusca,  and  nephrops  amongst  Crustacea.  The 
descriptions,  though  short,  are  accurate. ' — Lancet. 

'These  notes  will  unquestionably  be  found  useful  to  the  medical 
or  scientific  student.' — International  Journal  of  Microscopy  and 
Natwral  Science. 

'  They  contain  a  large  amount  of  information  in  a  very  small  space.' 
— Hospital  Gazette. 

'A  capital  hand-book.' — Science  Gossip. 

'  The  book  condenses  the  material  of  larger  treatises  into  a  form 
convenient  for  the  use  of  students  preparing  for  examination.' — 
Scotsman. 

'  An  excellent  guide.' — Educational  News. 

'  Good  specimens  of  the  multum  in  parvo  class  of  books.  They 
contain  in  abbreviated  form  what  has  formerly  filled  the  pages  of 
several  ponderous  works.  To  those  revising  subjects  for  examination 
suoh  a  work  as  this  is  invaluable  '—Aberdeen  Free  Press. 


15  Teviot  Place,  Edinburgh. 
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Price  2/6  net. 

The  Rotatory  Movements 

OF 

The  Human  Vertebral  Column 

AND  THE 

So-called  Musculi  Rotatores. 

ByALFKED  w.  hughes, 

M.B.  &  CM.  Edin. ;    F.R.C.S.  Eng.  ;    F.R.C.S.  Edin. 

Professor  of  Anatomy,  South  Wales  Medical  College,  Cardiff;  Author  oj 
'  Nerves  oj  the  Human  Body'  and  '■Manual  of  Surgical  Anatomy! 


JNTE^W  EJDITIOJST. 

REVISED    AND    BROUGHT    UP    TO  DATE. 

Price  One  Shilling  net. 

POSOLOGICAL  TABLES; 

Appendix  on  Poisons  ;  Index  of  Diseases  ; 
and  Medicines  arranged  according  to  their  Actions. 

By  WILLIAM  CKAIG,  M.L., 

CM.,  P.R.S.E., 

Lecturer  on  Materia  Medica,  Edinbtirgh  School  of  Medicine 
Examiner  in  Materia  Medica  in  Edinburgh  University; 
Examiner  at  the  Royal  College  of  Surgeons. 

Being  a  Tabular  Arrangement  of  all  the  Medicines 
contained  in  the  latest  British  Pharmacopeia, 
with  Dose,  etc. 

'  This  is  a  useful  little  book.'— Lancet. 
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JUST  PUBLISHED. 

Crown  8vo.     411  pp.     Price  3/6. 

CLAUDE  GARTON 

A  Story  of  Dunburgti  Student  Life. 

By  THOMAS  J.  HENRY,  F.KC.S.E, 

AUTHOR  OF  'DEUTERONOMY  SMITH.' 


THE  STUDENT'S 

HAND-BOOK  OP  SKII  DISEASES 

llluslntttb  bjj  Coltmrtb  f latcs  anb  S5toob  (Sngrabhtgs. 
4to.     Price  6d. 

SCHEDULES  FOR 

PLANT  DESCRIPTION 

(SlllustratciJ). 
By  JOHN  WISHART, 


Lecturer  in  Zoology  and  General  Biology  in  Robert  Gordon's  College,  Aberdeen  ; 
Herbarium  Medallist  of  the  Pharmaceutical  Society  of  Great  Britain. 
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fUST  PUBLISHED. 

96  pp.  Cr.  8vo.    Bound  in  Cape  Morocco.    Price  2/  net. 
THE  STUDENT'S 

Practical  Materia  Medica. 

BY 

Miss  GRACE  HAXTON  GIFFEN, 

L.R.C.P.E.,  L.R.C.S.E.,  L.F.P.  &  S.G.J 
'  Bathgate '  Gold  Medallist  in  Materia  Medica,  Royal  College 
of  Surgeons;   Senior  Demonstrator  of  Anatomy,  Ladies'  School 
of  Medicine,  Edinburgh. 


"  We  recommend  this  little  book."— Dublin  Journal  of  Medical 
Science. 

i"  It  contains  a  vast  amount  of  information  in  small  compass." 
Edinburgh  Medical  Journal. 

f  •-"  ft  is  at  present  the  most  succinct,  lucid,  and  suggestive  of  all 
the  manuals  on  the  subject.— Scotsman. 


Price  Is.  6d.  net. 

Materia  Medica  Tables. 

Designed  for  the  Use  of  Students. 

BY 

A.  HERBERT  BUTCHER, 

L.R.C.P.,  L.R.C.S.  &  L.M., 

Honorary  Surgeon  to  Birkenhead  Borough  Hospital. 
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Price  2s.  in  Paper  Boards;  or  in  Cloth,  2s.  6d. 

THE  CHILD— HOW  TO  S1J18E  IT; 

Or  the  Management  of  Children  and  their  Diseases, 
By  ALEXANDER  MILNE,  M.D. 

'  Dr  Millie  not  only  describes  bow  tbe  Cbild  sbould  be  managed 
from  tbe  bour  of  birth,  but  lie  notes  the  distinctive  cbaracteristics  of 
all  tbe  ailments  to  wbich  Children  are  liable,  and  gives  instruction  as 
to  their  proper  treatment.  A  great  many  works  have  been  published 
of  late  years,  but  there  is  certainly  not  one  which  is  more  likely  to  be 
of  use  to  inexperienced  or  conscientious  parents.' — Scotsman. 

'  This  little  work  will  be  found  to  contain  copious  details  on  the 
management  of  infaucy,  expressed  in  language  singularly  free  from 
technicalities.' —  Courant. 

'  We  heartily  recommend  the  careful  study  of  Dr  Milne's  invaluable 
work.' — Ladies'  Own  Journal. 

'  To  emigrants  and  others  who  are  at  a  distance  from  medical  aid, 
we  believe  the  book  will  be  a  "present  help  in  time  of  trouble."' — 
North  Metropolitan. 

Price  Threepence. 

The  Monthly  Nurse: 

A  FEW  HINTS  ON  NURSING. 

By  H.  AUBREY  HUSBAND,  M.B.,  CM.,  B.Sc,  etc. 

'  It  can  scarcely  be  said  that  a  hand-book  of  this  kind  is  not 
required,  and  it  is  certain  that  a  more  clearly-arranged  little  work  of 
the  kind  could  not  be  found.' — Scotsman. 

'  A  little  Maiiual  written  in  tbe  simplest  possible  style,  but  contain- 
ing invaluable  advice  and  instruction  for  those  who  have  to  act  as 
midwives.  District  visitors  who  should  distribute  copies  of  this 
pamphlet  to  poor  mothers  would  save  them  much  unnecessary  misery.' 
— Literary  World. 

'  We  have  very  great  pleasure  in  bearing  testimony  to  this  excellent 
little  pamphlet.  Monthly  nursing,  as  it  at  present  exists,  is  not  at  all 
in  a  satisfactory  condition,  and  it  is  a  relief  to  be  able  to  get  at  some 
sensible  advice  and  suggestions — Dr  Husband  supplies  them  here.' — 
Medical  Review.   


We  supply  the  above  two  Works  on  special  terms  to  District  Visitors 
and  others  using  quantities  for  distribution. 
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THE    CATECHISM  SERIES. 

(NEARLY  ALL  THE  PARTS  AEE  ILLUSTRATED.) 

Price  One  Shilling  net,  each  Part. 

ANATOMY. 

Part  1 — Upper  Extremity.  Part  4 — The  Abdomen, 

ii    2 — Lower  Extremity.  n    5 — The  Thorax, 

ii    3 — Head  and  Neck.  n    6— Bones  and  Joints. 


Price  One  Shilling  net,  each  Part. 

CHEMISTRY. 

Part  1 — Inorganic.  |    Part  2 — Inorganic  and  Organic. 

Price  One  Shilling  net. 

FORENSIC  MEDICINE. 

[one  part.] 
Price  One  Shilling  net,  each  Part. 

MATERIA  MEDICA. 


Part  1 — Mineral  Waters,  Poods, 
ii    2— Inorganic. 
ii    3 — Inorganic. 


Part  4 — Inorganic, 
n    5 — Orders  and  Plants. 
ii    6— Vegetable. 


'  The  aim  of  the  Series  is  to  help  the  student  in  preparing  his  work  for  ex- 
amination without  the  aid  of  a  tutor.  The  Questions  are  very  suggestive,  and  are 
such  as  are  likely  to  be  given  at  examinations.  The  Answers  are  concise  and 
clear.  The  reading  of  these  books  just  before  going  in  for  an  examination  will 
be  of  considerable  use  in  recalling  the  most  important  points  to  memory.'— 
Illustrated  Medical  News. 

'The  little  works  are  carefully  put  together,  and  will  prove  of  use  to  students 
preparing  for  examinations.—  College  Column. 

'They  cannot  fail  to  be  popular  with  students.'—  Hospital  Gazrtle. 

'  We  recommend  these  little  books  to  students,  for  we  feel  sure  they  will  help  to 
refresh  his  memory,  specially  if  about  to  pass  an  "  exam."  '•■  Journal  of  Microscopy 
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E.  &  8.  Livingstone,  Publishers, 


THE  CATECHISM  SERIES. 

Price  One  Shilling  net,  each  Part. 

MIDWIFERY. 

[two  parts.] 


'Messrs  E.  &  S.  Livingstone  have  made  a  desirable  addition  to 
their  Catechism  Series  of  Medical  Handbooks.  The  little  work 
just  issued  deals  with  the  all-important  subject  of  Midwifery,  and  is 
complete  in  two  Parts  of  the  usual  size  and  price.  Within  this 
small  compass  there  is  no  inconsiderable  amount  of  useful  matter 
relative  to  amongst'other  things— menstruation,  pregnancy,  parturi- 
tion, instrumental  deliveries,  praeternatural  and  complex  labours, 
foetal  complications,  puerperium,  and  the  feeding  of  the  infant. 
This  information,  conveyed  in  answers  to  the  many  questions  set,  is 
intelligently  put,,  carefully  prepared,  and  accurate  in  detail.  The 
letterpress  is  interspersed  here  and  there  with  sketches.  To  say 
that  these  small  books  will  be  of  help  in  memorising  important 
points,  and  of  special  service  when  preparing  for  an  examination, 
is  but  to  reiterate  what  has  been  so  often  expressed  in  regard  to 
other  volumes  in  this  capital  series.' — Dispatch  College  Column. 

'Like  some  of  our  famous  medical  contemporaries,  we  are  not 
altogether  in  love  with  the  pernicious  cram -book.  Some  men 
think  that  by  vigorous  grinding  of  a  cram-book,  for  a  week  or  two 
previous  to  an  exam.,  work  can  be  easily  got  up.  No  greater 
mistake  can  be  made:  slow  but  sure  "absorption"  is  the  only  royal 
road  to  the  happy  condition  of  knowing  one's  work.  After  work 
has  been  properly  got  up,  we  know  of  no  better  way  of  refreshing 
one's  memory  of  details  than  by  a  judicious  use  of  books  such  as 
those  produced  by  Messrs  E.  &  S.  Livingstone  in  their  Catechism 
Series.  Midwifery,  Part  I„  is  a  very  commendable  little  volume, 
and  its  sections  bearing  on  the  pathology  of  pregnancy  and  the 
pelvis,  normal  and  abnormal,  are  first-class.  Part  II.  is  very  good 
on  instrumental  delivery  and  the  pathology  of  puerperium,  whilst 
a  short  chapter  on  the  feeding  of  the  youngster  contains  much 
valuable  information  for  men  hoping  soon  to  be  let  loose  on  the 
public. '  As  an  aid  to  systematic  reading  to  seniors,  we  can  really 
recommend  those  little  volumes.  They  are  thoroughly  in  accord- 
ance with  the  principles  and  practice  of  Midwifery  as  taught  in  this 
School.'  —The  Student. 


15  Teviot  Place,  Edinburgh. 
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THE  CATECHISM  SERIES. 


Price  One  Shilling  net,  each  Part. 

PHYSIOLOGY. 


Part  1— Chiefly  Histology, 
ii    2 — Circulation. 


Part  3 — Blood;  Respiration. 
ii    4 — Digestion. 

Part  5 — Intestines;  Blood  Glands;  Kidneys. 
„    6 — The  Skin,  Animal  Heat,  Voice  and  Speech,  Smell  and  Taste, 
n    7 — Eye,  Ear,  and  Cranial  Nerves. 

„    8— Spinal  Cord,  Brain,  Reproduction,  Physiological  Chemistry. 


Price  One  Shilling  net,  each  Part. 

PUBLIC  HEALTH. 


Part  1  — Water, 
n    2 — Air  and  Ventilation. 
ii    3 — Sewage, 
n    4 — Vital  Statistics. 


Part  5 — Medicine,  Food,  Water- 
Closets,  Disinfectants, 
Warming,  Hospitals, 
etc. 


Price  One  Shilling  net,  each  Part. 

SURGERY. 

Part  1 — Haemorrhage— Repair — Inflammation— Suppuration — 
Ulceration— Mortification— Erysipelas— Wounds 
— Burns. 

ii    2 — Fractures  and  Dislocations  of  the  Upper  Extremity. 
ii    3— Fractures  and  Dislocations  of  the  Lower  Extremity- 
Diseases  of  Blood-Vessels  and  Lymphatics. 
„    4 — Tumours — Diseases  of  Bones — Diseases  of  Joints. 
[  Other  Parts  will  follow.'] 


Price  One  Shilling  net. 

TOXICOLOGY. 

[one  pakt.] 


'We  must  commend  the  general  nccurticy  and  clearness  of  the  descriptions.' — 
Olasgow  Medical  Journal. 
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CATECHISM  SERIES. 


Price  Is.  net  each  Part. 


Examination  (Questions 

IN 

PRACTICE 

■  OF  ■ 

MEDICINE 

inZITH  KNSM9RS. 


Part  i.— GENERAL  DISEASES. 
Part  2.— SKIN  DISEASES. 


Adapted  for  those  who  are  Preparing  themselves  for  the 
Pinal  Examination. 


[Other  Parts  will  follow.'] 
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THE  CATECHISM  SERIES. 

Price  2s.  6d.  net,  each  Part. 

MATERIA  MEDICA. 

Part  1.  ORGANIC.      Part  2.  INORGANIC. 

TWO  SETS' OF  CARDS. 

Price  2s.  6d.  net,  each  Part. 

PATH  OLOGY. 

Part  1.  GENERAL.      Part  2.  SPECIAL. 

TWO  SETS. 

Can  also  be  had  in  Note-book  form,  printed  on  one 
side  of  the  paper,  with  ample  margins,  and  blank  pages 
for  Notes  and  Diagrams. 


Price  4s.  6d. 


INTERSTITIAL  NEPHRITES: 

BEING  AN 

INVESTIGATION  INTO  ITS  MICROSCOPICAL  ANATOMY. 


WITH  ILLUSTRATIONS. 


By  BEYAN  CHAELES  WALLEE,  M.D., 

F.R.O.S.E. 
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E.  &  S.  Livingstone,  Publishers, 


Price  Two  Shillings. 

Hand-book  of  Deductive  logic : 

DESIGNED  SPECIALLY  FOR  THE  USE  OF  MEDICAL  STUDENTS 
PREPARING  FOR  THEIR  PRELIMINARY  EXAMINATION. 

By  Kev.  DUNCAN  STEWART,  D.D., 

Minister  of  Spott,  Dunbar. 


'Brevity  and  simplicity  are  the  cardinal  virtues  in  this  book, 
because  it  has  been  designed  specially  for  the  use  of  young  men 
intending  to  study  medicine  and  preparing  for  their  Preliminary 
Examination.  A  new  feature  in  it  is  that  not  a  few  of  the  illustrations 
are  medical,  but  the  fundamental  principles  of  logic  being  the  same 
the  world  over,  it  is  adapted  to  any  other  class  of  students.  Brevity 
has  been  aimed  at,  but  not  to  the  detriment  of  perspecuity,  and 
whatever  help  has  been  had  from  other  writers  on  logic  is  mainly  due 
to  Jevons.  As  the  work  has  been  confessedly  prepared  for  a  purpose, 
the  student  is  recommended  not  to  pass  over  any  of  the  questions  on 
the  several  sections  given  at  the  end  of  the  book  till  he  is  able  to 
answer  them.  The  questions  and  exercises  are  numerous  and  searching, 
and  fitted  to  acquaint  the  student  with  the  likely  subjects  of  examina- 
tion.'— Glasgow  Herald. 

Price  One  Shilling  net. 

A  Manual  of  Dental  Education 

WITH  SOME  GENERAL  NOTES  UPON  THE  MODERN  GURRIGULUM  OF 
THE  DENTAL  STUDENT. 

By  ARTHUR  TURNER, 

Licentiate  in  Dental  Surgery  of  the  Royal  College  of  Surgeons,  Edinburgh} 
Dental  Surgeon  to  the  Buckinghamshire  General  Infirmary ; 
Fellow  of  the  Chemical  Society. 


'  We  can  recommend  it  as  affording  much  valuable  information  to 
those  who  think  of  studying  dentistry. — Manchester  Guardian. 

'  This  is  an  epitomized  guide  for  those  about  to  enter  upon  the 
study  of  Dental  Surgery  with  a  view  of  obtaining  the  diploma,  and 
will  be  found  useful.'— Edinburgh  Medical  Journal. 

'  A  manual  such  as  we  have  now  before  us  will  be  found  most 
useful  for  intending  dental  students.  It  is  a  welcome  and  useful 
guide.' — Glasgow  Iter  aid. 


15  Teviot  Place,  Edinburgh. 
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Price  4s.  6d.  net. 


YELLOW  FEVER 

By  JAMES  W.  MARTIN,  M.D. 


ILLTJSTB  ATED . 


It  gives  a  very  clear  and  concise  account  of  the  chief  facts  about 
yellow  fever  and  its  congeners  among  the  malarial  fevers  of  the  tropics 
and  discusses  its  etiology  and  treatment  at  some  length.'— Lancet.  ' 

•It  presents  a  full  narrative  of  yellow  fever,  its  geographical 
distribution,  and  the  clinical  features  which  distinguish  it  from 
the  intermittent  and  remittent  fevers  of  the  tropics.  Dr  Martin 
writes  of  the  disease  from  a  practical  acquaintance  with  it  and 
his  descriptions  gain  much  in  vividness  thereby.  A  chart  on 
Mercator's  projection  helps  considerably  towards  a  comprehension 
of  the  distribution  of  the  disease,  and  there  are  also  several  charts 
oi  pyrexia  of  malarial  origin.  The  work  will  be  of  service  to  those 
whose  field  of  labour  lies  where  the  disease  is  prevalent.- Glasqow 
Medical  Journal.  J 

*  +  +  +  +  +  4  +  +  +  +  +  +  +  +  +  +  +  +  ++if++++++++++++ 

Third  Edition,  Kevisecl,  price  Sixpence.  • 

Hand-book  of  Animal  Classification 

FOR  THE 

Est  rjf  J$tebkal  anb  Soma  Stxtbtnts. 

By  VICTOR  V.  BRADFORD,  M.A. 
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Third  Edition  (1895).  Greatly  Enlarged  and  Improved. 


Price  One  Shilling  net. 

THE  URINE 

In  Health  and.  in  Disease,  together  with  its 
Chemical  Examination. 

By  H.  AUBKEY  HUSBAND,  M.B.,  CM., 

B.Se.,  F.R.C.S.E.,  etc., 

Formerly  one  of  the  Medical  Officers  of  the  Royal  Dispensary,  Edinburgh. 
Author  of  the  'Student's  Hand-book  of  the  Practice  of  Medicine ,' 
'Student's  Pocket  Prcscriber,'  etc. 

WITH  PLATES. 


Price  Is.  6d. 


Illustrated  by  26  Woodcutb. 

THE  PHYSIOLOGY  OF  THE  EYE, 

With  an  Introductory  Chapter  on  Optics. 

By  H.  CAMPBELL,  M.B., 

B.Sc.  Lond.,  M.R.  CP.  Lond.,  M.R.C.  S.  Eng. 


'This  is  an  admirable  little  text-book,  and  will  commend  itself 
to  every  student  of  physiology,' 


15  Teviot  Place,  Edinburgh. 


35 


Just  Published,  price  One  Shilling  net. 

PUBERTY 

AND 

THE  CHANGE  OF  LIFE 


%  Jkok  for  WLaxam. 


By  J.  C.  WEBSTER,  M.D.,  M.R.C.P.E., 

Assistant  to  the  Professor  of  Midwifery  and  Diseases  of  Women  in  the 
University  of  Edinburgh. 


'It  should  be  read  with  profit  by  both  mothers  and  daughters; 
its  teachings  are  sound,  and  always  on  the  side  of  that  educated 
common-sense  which  is  but  another  name  for  science  itself.  The 
author's  remarks  on  the  evils  attending  the  educational  competition 
among  girls  deserve  the  attention  of  mothers  especially.  The  health 
direclions  set  forth  in  this  manual,  if  followed  out,  cannot  fail  to 
avert  much  of  the  preventible  pain  and  misery  so  characteristic 
of  our  modern  civilisation.'—  Glasgow  Herald. 

'The  book  is  well  written,  some  parts  of  it  unquestionably  are 
calculated  to  do  good  to  suffering  womankind.'  —  Birmingham 
Medical  Review, 


Price  Is.  6d. 

Syllabus  of  Vertebrate  Zoology: 

BEING 

A  Condensed  Arrangement  of  a  few  of  the  more  Important 
Facts  regarding  the  Zoology  of  the  Vertebrata. 

By  J.  E.  WEST, 

Late  Assistant  to  Dr  Andrew  Wilson;  late  Lecturer  on  Zoologi 
Minto  House;  Editor  of  'Health: 

This  is  a  most  important  little  book  for  Students. 


E.  &  8.  Livingstone,  Publishers, 


New  Edition  (1895).     Revised  and  Greatly  Enlarged. 
Price  One  Shilling  and  Sixpence  net. 

The  Student's  Pocket  Prescribes 

By  H.  AUBREY  HUSBAND,  M.B.,  CM., 

B.Sc,  etc., 

Author  of  '  The  Student's  Hand-book  of  tlie  Practice  of  Medicine,' 
'  The  Urine,  in  Health  and  in  Disease,'  etc. 


This  Book  is  intended  for  Students  and  young  Practi- 
tioners, and  contains  much  useful  information. 
The  Prescriptions  are  arranged  thus  : — 


Alteratives. 

Antacids. 

Antispasmodics. 

Aperients,    Cathartics,  and 

Anthelmintics. 
Astringents. 

Caustics  and  Counter  Irritants. 
Diaphoretics  and  Diuretics. 


Emetics  and  Expectorants. 
Gargles  and  Inhalations. 
Lotions,  Liniments  &  Ointments. 
Narcotics  and  Sedatives. 
Refrigerants  and  Salines. 
Stimulants. 
Tonics. 

Uterine  Therapeutics. 


WITH  AN  INDEX  TO  THE  PRESCRIPTIONS. 


'  This  little  work  is  intended  to  remove  the  difficulties  which 
students  experience  when  commencing  to  prescribe.  The  396 
Prescriptions  it  contains  illustrate  the  treatment  applicable  to  a 
variety  of  cases.  In  the  Introduction,  the  various  points  which 
have  to  be  considered  in  prescribing  are  given  very  clearly.  A 
complete  List  of  Diseases,  forming  an  index  to  the  prescriptions, 
enables  the  student  to  select  the  line  of  treatment  suitable  to  any 
particular  case.  The  prescriptions,  on  the  whole,  are  typical,  well 
constructed,  and  arc  brought  up  to  date  so  as  to  include  com- 
binations of  new  drugs.  The  student  proscribcr  will  find  this  book 
a  most  useful  companion,  adapted  to  his  wants,  and  a  veritable 
pocket-book;  it  can  be  easily  carried  in  the  waistcoat  pocket.' — 
British  Medical  Journal. 


15  Teviot  Place,  Edinburgh. 
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Price  One  Shilling. 

REFERENCES  TO  NERVES: 

Being  Tabular  Views  of  the  Motor  Nerves  to  Muscles, 
the  Nervous  Supply  of  the  Principal  Articulations  and 
of  the  Skin,  the  Deep  and  Superficial  Origins  of  the 
Cranial  Nerves,  etc. ;  with  the  most  important  effects 
following  Solution  of  Continuity  of  Nerves. 

INVALUABLE  TO  THE  ANATOMICAL  STUDENT. 


Price  One  Shilling. 

Morphology  of  the  Vertebrata; 

DOG-FISH,  COD,  PIGEON,  AND  RABBIT ; 
WITH   DEVELOPMENT  OF  THE  DOG-FISH. 

By  D.  KNIGHT, 

Of  the  Museum  of  Science  and  A  rt,  Edinburgh. 
ILLUSTBATEXI. 


Price  Sixpence. 

Case-Taking  Book  for  Hospitals; 

With  Hints  on  Case-Taking,  Normal  and  Abnormal 
Temperatures,  Weight  of  Adult  Organs,  etc. 

The  Synopsis  used  in  the  Royal  Infirmary,  Edinburgh, 
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E.  &  8.  Livingstone,  Publishers, 


Part  L — Price  Sixpence. 

ATLAS  OF  CHEMISTRY: 

Inorganic  and  Organic, 

DESIGNED  FOE  THE  USE  OP 

MEDICAL  AND  SCIENCE  STUDENTS,  AND  SCIENCE  TEACHERS  IN 
SCHOOLS  AND  EVENING  CLASSES. 

By  VICTOE  V.  BRANFORD,  M.A. 


TEIPEMTURE  CHARTS : 

Suitable  for  Hospitals,  Dispensaries,  or 
Private  Cases. 

SPECIMEN  COPIES  FREE  ON  RECEIPT  OF  TWO  STAMPS. 

Special  Sizes  or  Kinds  produced  to  order  at  Moderate  Kates. 


Price  One  Penny. 

ALCOHOL: 

Its  Action  on  the  Body  in  Health. 
By  ALEXANDER  "WALKER,  M.D., 

Late  Medical  Officer  of  Health,  Putney. 


15  Teviot  Place,  Edinburgh. 
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Just  Published,  price  2s.  6d.  net. 


ILLUSTRATED  with  over  100  CHARACTERISTIC  SKETCHES  and  PEN  $  INK  PORTRAITS. 

The  Awful  and  Ethical  Allegory 

OF 

DEUTERONOMY  SMITH 

Or,  The  Life  History  of  a  Medical  Student. 

BY  A  STUDENT  OF  MEDICINE. 


Messrs  E.  &  S.  Livingstone  have  favoured  us  with  a  copy  of  the  above  brochure, 

and  we  have  great  pleasure  in  commending  it  to  our  readers  The 

chequered  career  of  "  D.  Smith  "  is  profusely  illustrated  by  a  master-hand. 
Thumb-nail  sketches  of  the  Castle,  Arthur's  Seat,  Primes  Street,  Torchlight 
Processions  ("for  behold  the  keepers  of  these  houses  were  men  of  power  and 
riches,  and  Deuteronomy  heard  with  awe  that  the  greatest  of  them  was  as  a  King 
in  the  land"),  the  sign  of  the  Three  Balls,  and  the  Elders  of  the  Temple,  are 
only  a  few  of  the  more  noticeable  ones,  'lhe  vicissitudes  of  Deuteronomy's  Life 
were  many,  and  will,  no  doubt,  strike  a  sympathetic  chord  in  the  hearts  of  our 
readers.  Let  them  gather  themselves  together  within  the  temple  of  Thespis,  and 
sit  in  the  high  places  therein;  yea,  even  in  the  "gods"  on  Students'  Nights,  as 
did  our  hero.  ''Last  stage  of  all"  (as  the  Board  of  Avon  says)  is  the  brass- 
plate  of  Deuteronomy  Smith,  M.D.,  F.U.C.S.,  etc.,  and  we  would  wish  our  readers 
no  better  luck,  even  if  they  have,  like  our  friend,  made  occasional  aberrations 
from  the  paths  of  virtue.'—  The  Student. 

'This  excellent  series  of  University  sketches  are  a  sort  of  Pilgrim's  Progress 
of  Edinburgh  University  studentdom,  recording  the  gradual  development  of  the 
medical,  from  the  crude  and  chrysalis  stage  to  that  of  his  full-grown  and  perfect 
butterfly  existence,  and  the  moral  of  the  tale  lies  in  t li is,  that  it  is  of  universai 
application;  and  the  medical  of  to-day  can  read  in  it  lessons  for  himself  just  as 
sound  as  the  generation  for  whom  it  was  written.  The  humour  of  the  narrative  lies 
largely  in  this,  that  it  is  written  in  the  Biblical  style,  which  gives  to  the  incidents 
related  a  naivete"  that  is  often  irresistible.'—  College  Column. 
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work  of  reference  for  the  medical  student.'— Edinburgh  Medical  Journal. 

'  Much  time  and  money  may  be  saved  by  a  careful  perusal  of  this  book.' — 
Medical  Press  and  Circular. 

'The  Edinburgh  Medical  School  Calendar  maintains  its  reputation  for 
comprehensiveness  and  accuracy  of  information.'—  Scotsman. 

'  The  book  is  crammed  with  information  on  all  subjects  which  a  student 
requires  to  know  in  piloting  his  way  through  a  courgo  of  medical  study.  A  page 
ot  well  compiled  advice  to  the  student  as  to  the  most  advantageous  method  of 
study  is  given.  A  glance  through  the  pages  of  the  Calendar  shows  the  extensive 
provision  for  medical  education  in  Kdinburgh,  and  is  itself  the  most  convincing 
argument  for  the  necessity  of  the  publication.'— Edinburgh  Evening  News. 
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